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Modern sex-hormone therapy is no more than fifteen years 
old, and, considering that progress was seriously retarded 
during the war, the rapidity with which this branch of 
therapeutics has expanded is remarkable. Few could have 
imagined that it would spread beyond the narrow confines 
of gynaecological endocrinology, and yet to-day sex hor- 
mones are beginning to play a prominent part in cancer 
treatment, general medicine, and such of its specialties as 
dermatology. It has therefore become the duty of every 
doctor to learn how to administer these substances. 


Technique of Sex-hormone Administration 


The sex-hormone compounds at present employed in 
this country, together with their routes of administration 


and dosage, are set out in the accompanying Table. The 
Route of Dosage 
Hormone Adminis- 
tration Low Moderate High 
Oestrogens : 
Natural : 
Oestrone Oral 3,000- 10,000 i.u. 
Oestradiol | Injection — 10,000—50,000 i.b.u. — 
benzoate 
“ Oestrone Oral 0-625 mg. 1-25—5 mg. — 
sulphate 
Synthetic: 
Stilboestrol Oral 0-1-0-5 mg. 1-3 mg. 5-15 mg. 
Dienoestrol 0-3-3 mg. 3-10 mg. 15-50 mg 
Ethinyl 0-025-0-05 mg. 0-05—-0-15 mg. 0-25 mg 
oestradiol 
Progestogens : 
sterone | Injection — 5-20 mg. a 
Ethisterone Oral 20-50 mg. 
Androgens : 
Testosterone | Injection —_ 10-25 mg. 50-100 mg. 
propionate 
Methyl test- Oral 5-15 mg. 30-60 mg. — 
osterone 


dose ranges are based not upon any universally agreed 
scale, for no such scale exists, but upon personal experience 
and opinion, except in the case of ethinyl oestradiol, which 
has only just been launched upon the British market and 
the figures for which are therefore taken from the American 
literature. Other routes of administration than by mouth 
and by injection are employed, but these will be specifi- 
cally mentioned in discussing the conditions for which they 
are to be preferred.- Nausea and other side-effects may 
accompany the use of any of the synthetic compounds, but 
fortunately the “ toxicity ” range usually lies well above the 
“low ” and “ moderate ” therapeutic ranges, except perhaps 


‘Jin the case of stilboestrol, though even with this compound 


the high incidence of side-effects so often experienced is due 


*A postgraduate lecture delivered at the Society of Apothecaries on 
Nov. 2, 1948. 
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to lack of appreciation of its potency and the consequent 
tendency to use it in excessive doses. 


Substitution Therapy in Gonadal Deficiency 


The most logical use of sex hormones is to compensate 
for deficient gonadal secretion. To obtain the best results, 
however, it is well to distinguish between congenital and 
acquired gonadal deficiency. Ovarian agenesis and the 
failure of the testicles to develop or descend give rise to 
objective signs, such as infantile genitalia and scanty body- 
hair growth in both sexes, with amenorrhoea and lack of 
breast development in the female, and eunuchoidal lengthen- 
ing of arms and legs and absence of beard and adolescent 
voice changes in the male. Embarrassment and introver- 
sion are understandable accompaniments of these serious 
physical defects in both sexes, but there is in addition a 
characteristic timidity which is especially noticeable in the 
eunuchoid youth and which, with androgen therapy, gives 
place to a more self-reliant, forceful, and aggressive per- 
sonality. The aggressive properties of male hormone have 
been demonstrated in a fascinating study of the “peck 
order ” in he Twelve hens from different broods when 
put together will quickly arrange themselves in a peck 
order, No. 1 hen pecking the rest and No. 12 being pecked 
by all. Administration of androgen to this last hen will, 
however, soon send her to the top of the peck order. Treat- 
ment of these mainly objective signs consists in intensive 
administration of sex hormones, preferably by pellet 
implantation. Breasts and the natural female curves may 
develop in the woman; beard and body-hair growth, 
deepening of the voice, erections, and emissions may 
appear in the man, in addition to the awakening of male 
aggressiveness. 

Acquired gonadal deficiency, on the other hand, leads 
to characteristic subjective symptoms, such as hot flushes, 
headaches, giddiness, lack of concentration, irritability, 
emotional instability, and easily induced fatigue, but to 
few or no objective signs. The severity of these symptoms 
varies from case to case. In most men and many women 
the climacteric is symptomless. At the worst the natural 
climacteric is a self-limiting condition readily controlled 
by judicious administration of the appropriate sex hormone. 
At the menopause the smallest daily dose of oestrogen 
which will appreciably diminish but not necessarily abolish 
the number and severity of the hot flushes should be deter- 
mined by careful trial, and the aim should be to wean the 
patient as soon as possible from this dose. Overdosage 
leads, apart from the probability of annoying if not alarm- 
ing uterine bleeding, to such symptoms as abdominal dis- 
tension and headaches and not infrequently to return of 
the hot flushes. 
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SEX HORMONES IN THERAPEUTICS 


Sudden deprivation of actively secreting gonads by 
castration in the adult of either sex, or by destruction 
of ovarian function with radium or deep x-ray therapy, 
at whatever age it is performed, may lead to a stormy 
climacteric, difficult to control and certain to be prolonged. 
In the male this may be characterized by frequent drenching 
hot flushes and physical weakness which may seriously 
interfere with work. Implants of four 100-mg. pellets of 
testosterone repeated every six months will fortunately con- 
trol nearly every case. In women, however, the results 
of treatment of the artificial menopause are often less satis- 
factory, and the dose of oestrogen may need to be increased 
until there is likelihood of troublesome uterine haemorrhage 
unless the uterus has been extirpated with the ovaries. Not 
only do hot flushes occur, but severe headaches and intense 
depressions are in some cases such prominent and distress- 
ing features that every gynaecologist should be reluctant 
to deprive his patient completely, by whatever means, of 
functionally active ovarian tissue whatever her age may be. 
Certain post-climacteric conditions seem, from their speci- 
fic response to gonadal hormones, to be manifestations of 
sex-hormone deficiency. In women the troublesome itching 
of kraurosis vulvae and senile vaginitis will be promptly 
relieved by a short course of moderate doses of oestrogen. 
A somewhat rare condition of hyperkeratosis of the palms 
of the hands and soles of the feet (keratodermia of 
Haxthausen), with sore and bleeding fissures, is seen in the 
post-climacteric period and responds well to similar treat- 
ment. In elderly men the skin tends to become thin and 
atrophic, and this is sometimes associated with intense 
irritation, which may be relieved by androgen therapy. 


Sex Hormones in Gynaecology 


The female sex hormones control the events of the endo- 
metrial cycle which culminate in “menstruation,” or 
uterine bleeding resulting from complete shedding within 
a period of three to five days of the superficial layers of 
an endometrium stimulated first to grow 
under the influence of oestrogen and sub- 
sequently to secrete under the influence 
of progesterone. Uterine bleeding may 
occur, however, in association with a 
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withdrawal or by continued administration or secretion b 
it may also arrest it or prevent it from occurring when 
oestrogen level is raised or kept high. These somewhat Para, 
doxical effects may be explained by Fig. 1. Progestero 
on the other hand, can produce bleeding only from ay 
endometrium which has previously been stimulated 
grow or proliferate by oestrogen. Progesterone bleed 
is characteristic of normal menstruation, and consists ; 

-complete shedding of the endometrium, or, as Fullg 
Albright describes it, a “ medical curettage.” 4 

Probably the most dramatic result of the use of the set 
hormones in gynaecology is the haemostatic effect pre. 
duced by oestrogen in cases in which the bleeding has beg 
prolonged and is alarmingly heavy. High doses giv 8 
every four hours will arrest the haemorrhage in 24 to ¥® 
hours. This treatment renders obsolete the scramble ¢ 

a hurried curettage in an exsanguinated patient or th 
tragedy of a hysterectomy in a child with uncontrollabk 
puberty bleeding. Eventual arrest of haemorrhage ca 
also be achieved by opposing the action of oestrogen, anj 
so lowering the bleeding level, by progesterone or androgen, 
Neither can be relied upon to stop the bleeding, however, 
in under four to five days, and they cannot be regarded 
therefore, as effective emergency measures. Furthermor, 
progesterone in the process of performing a medical cure. 
tage will make the bleeding even heavier before it stop: 

In a case of metropathia in which ovulation fails 
take place the constant and unopposed oestrogen influence 
slowly builds up the typical hyperplastic, vascular, poly. 
poid endometrium from which the flooding eventually take 
place. The characteristic picture, therefore, is one of 
amenorrhoeic phases, variable in duration but seldom last 
ing less than five or six weeks, alternating with bouts oj 
haemorrhage, which at times is heavy and may be prolonged, 

These metropathic floodings may be anticipated and pre 
vented by giving progesterone to induce a medical curet 
tage two to three weeks after cessation of the last bleedin; 
episode and therefore before the haemorrhagic bout is du 
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variety of endometrial patterns, and is 
not so much a reflection of endometrial 
histology as of the changes in calibre of 
the endometrial vessels. These changes may be induced 
by a number of factors, and bleeding may be produced by 
non-specific drugs such as “ prostigmin” (neostigmine). 
Oestrogens and progesterone, however, exercise a specific 
influence on uterine haemorrhage. Two oestrogenic pat- 
terns-may be identi- 
fied — the scanty 
and always painless 
bleeding which re- 
! \ sults from oestrogen 
withdrawal, and the 

| OEsTROGEN\ prolonged, irregular, 
THRESHOLD | and usually exces- 
RT \ sive bleeding from 
\ \ a “ metropathic ” 
endometrium which 
occurs when oestro- 
gen_ secretion or 
administration is 
long-continued and 
unopposed. Not 
only is oestrogen 
capable of inducing 
bleeding either by 


SUPERTHRESHOLD AMENORRHOEA 


OESTROGEN 
HAEMOSTASIS \ 


SUBTHRESHOLD 
AMENORRHOEA 


PROGESTERONE® 
OR ANDROGEN 
HAEMOSTASIS \ 


Fic. 1.—Oestrogen bleeding levels. 


Fic. 2.—Prevention of metropathic oe by rhythmical induction of medical curetta; 


progesterone. 


to begin. Subsequent progesterone-withdrawal bleedin 
may be induced at any convenient regular interval, s 
as every 28 days (Fig. 2). 

Two other types of abnormal bleeding are commonl 
found—intermenstrual bleeding often associated with sho 
cycles, and “ menorrhagia,” or excessive and sometim 
prolonged bleeding occurring cyclically. Both are probab 
due to defective progesterone activity. Normally 
appearance of progesterone in the second half of the cyc 
inactivates oestrogen, and the subsequent “ menstrual 
bleeding conforms to the characteristic progesterone pa 
tern. Defective secretion of progesterone would therefo 
have two effects: (1) to fail to ensure the complete sheddin 
which limits menstrual bleeding to four to five days, a 
(2) to permit active oestrogen to exert its characteristif‘ 
influence on the bleeding pattern, leading to intermittet 
bleeding or heavy and relatively prolonged haemorrhagg 
One might therefore expect progesterone given in the pré 
menstrual phase to prevent these types of functional bleed 
ing from taking place. In practice, however, this is seldo 
the case, though the condition is often satisfactorily con 
trolled by androgen given continuously in low doses fo 
about two months. The intermenstrual bleeding may 6 
treated by giving rather high doses of oestrogen daily ¥ 
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etion, bujtg the immediate premenstrual phase, though this often 
when th@tends to produce a heavier “ period.” 

yhat parag « Premenstrual tension” is a syndrome of nervous ten- 
pte, sion, irritability, and depression, accompanied by a bloated 


from g I feeling of abdominal distension and sometimes severe head- 
re aches and mastalgia. It is probably also due to defective 
eedi 


progesterone production with incomplete inactivation of 
oestrogen. The symptoms are sometimes relieved by 
administration of ethisterone or low doses of androgens 
in. the second half of the cycle. 

Amenorrhoea usually results from ovarian deficiency, 
whether primary or secondary to failure of pituitary 
gonadotrophin secretion, and leads to sub-threshold oestro- 
gen levels or to endometrial resistance or atrophy. Oe6estro- 
gens are unlikely to restore normal ovarian activity or to 
overcome endometrial resistance. If given in fortnightly 
courses they may produce withdrawal bleedings which will 
raise false hopes in the patient. If given continuously 
they may, by inhibiting the pituitary control of ovarian 
activity, render the chances of spontaneous recovery less 
likely. Amenorrhoea is almost always compatible with 
blooming health, though it is frequently, but not always, 
associated with non-ovulation and consequent infertility. 
Treatment should therefore be confined to attempts to 
induce ovulation in those women who are anxious to become 
pregnant immediately ; or to cases in which the amenor- 
rhoea is accompanied by distressing moliminal symptoms 
or is secondary to other causes, such as malnutrition, 
obesity, or chronic disease, in which case it is the other 
causes rather than the amenorrhoea which should be 
treated. 

As for the treatment of non-ovular infertility, it is claimed 
that oestrogen followed by oestrogen and progesterone may 
stimulate the pituitary to release its gonadotrophins in the 
correct proportions to induce ovulation. Three or four 
courses of low to moderate doses of oestrogen given daily 
for three weeks, and ethisterone in addition during the third 
week, with a week’s interval between each course, may 
occasionally be followed by one or two ovular cycles during 
which it might be possible for conception to take place. 

Dysmenorrhoea is a condition of multiple aetiology, but 
one of the causes of spasmodic dysmenorrhoea may be 
powerful uterine contractions leading to ischaemia of the 
muscle. These contractions may be due to progesterone, 
and it has been asserted that spasmodic dysmenorrhoea 
occurs only in ovular cycles. Certainly it seems to be true 
that administration of progesterone increases the severity 
of the pain. In a condition in which results are notoriously 
difficult to assess it is not surprising that claims have been 
made for relief in a fair proportion of cases no matter which 
sex hormone or gonadotrophin is given. Androgens in 
high doses might be expected to suppress ovulation by 
Jpituitary inhibition and so render the subsequent bleeding 
Jpainless, but it has been reported that equally successful 
results have been obtained with almost homoeopathic doses. 
ne pa Moderate doses of oestrogen will also suppress ovulation 
orefil and result in a scanty withdrawal bleeding which is always 
neddint painless. It would seem; therefore, that the best hope of 
ys, 2 relieving dysmenorrhoea by endocrine therapy is to sup- 
“terial press ovulation or produce an oestrogen-withdrawal bleed- 
mittem%8» and there is no reason to believe that such treatment 
aehial will have any effect on cycles subsequent to the ones in 
he pré Which it is given. 
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seldo 
ly con Progesterone 
ses fol Progesterone obviously plays an important part in the 


nay b§Maintenance of pregnancy, especially in its early stages. 
aily ugimmediately embedding of the fertilized ovum begins, 


) 


chorionic gonadotrophin is secreted to prolong the life of 
the corpus luteum. Towards the end of the second month 
of pregnancy a “ peak” excretion of very high concentra- 
tions of chorionic gonadotrophin can be observed—pre- 
sumably ensuring the continued secretion of progesterone 
before the placenta itself takes over its elaboration. There 
has been some confusion concerning the functions of pro- 
gesterone in pregnancy. Some years ago it was believed 
that it exerted a “sedative” effect on the uterine muscle 
and was essential, therefore, for the prevention of abor- 
tion, especially in the first third of pregnancy before the 
embryo was firmly embedded and the placenta fully formed. 
It is now known that progesterone induces contractions, 


‘at any rate in the non-pregnant uterus, which are forceful 


and of high amplitude, and it has for this reason been 
suggested that it should never be administered either prophy- 
lactically in cases of habitual abortion or therapeutically 
in threatened abortion. It would be understandable that, 
at a time when abortion is actually threatened, administra- 
tion of a hormone which induces forceful uterine contrac- 
tions, if indeed it does so in pregnancy, might be harmful. 
The most important role of progesterone in pregnancy, 
however, is undoubtedly in relation to the development of 
the decidua and the formation of the placenta. Therefore 
a deficiency of the hormone, especially in early pregnancy, 
might lead to resorption of an embryo not yet securely 
embedded or adequately nourished. In such cases there 
would seem to be ample justification for progesterone 
therapy as early in pregnancy as possible, or indeed even 
before pregnancy is known to have taken place. Administra- 
tion of ethisterone in the second half of each menstrual 
cycle, once pregnancy has been planned, with an immediate 
implantation of progesterone pellets once a period has 
been missed, should ensure the early prophylaxis which 
is required. Tendency to abortion, however, may be due 
to many and various factors, and this empirical use of 
progesterone without selecting the cases in which there is 
a progesterone deficiency will clearly result in many failures. 
Unfortunately, present methods of estimating pregnanediol 
do not always help in demonstrating such progesterone 
deficiency so early in pregnancy. ‘ 


Oestrogens 

It is the oestrogens rather than progesterone which are 
intimately concerned with the state of the uterine muscle. 
In the non-pregnant uterus they increase muscular tone and 
induce frequent contractions of low amplitude. In preg- 
nancy they sensitize the muscle to the oxytocic effects of 
posterior pituitary extract. Since the concentration of 
oestrogens rises throughout pregnancy to a peak just before 
parturition one might well marvel that any pregnancy 
should reach term if the uterine muscle were to become 
increasingly sensitive to oxytocin. The fact is, however, 
that oestrogens are excreted in two forms, as “ combined ” 
or “ conjugated ” oestrogens (chiefly in the form of oestriol 
glycuronide), and as “ free ” or “ unconjugated ” oestrogens. 
Combined oestrogens have no effect on uterine muscle, 
whereas free oestrogens sensitize it to oxytocin. It is only 
immediately before parturition that free oestrogens appear 
in significant concentration. The conjugation of oestrogens 
is a characteristic step in their metabolism during preg- 
nancy, and would apply equally to extraneousiy administered 
oestrogens as it does to the endogenous hormones. 

In the light of these observations it becomes easier to 
rationalize some of the phenomena of oestrogen therapy 
in pregnancy. Oe¢estrogens will be effective only when par- 
turition has begun or the foetus is dead. They are there- 
fore useless in the induction of premature labour, but 
may be helpful in the treatment of uterine inertia and in 
the evacuation of the uterus in missed abortion. 
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SEX HORMONES IN THERAPEUTICS 


Sex Hormones and the Breasts 


The very considerable species variation in hormonal con- 
trol of the mammary glands makes it difficult to analyse 
the role of individual hormones in this complex mechanism. 
In some animals, such as cows and goats, oestrogens alone 
are capable of stimulating the various stages of breast 
development up to and including normal lactation, so that 
it may be possible with a stilboestrol implant to obtain 
copious quantities of milk from a virgin heifer or barren 
cow. In other species oestrogens are required for duct 
development, progesterone for subsequent acinar develop- 
ment, prolactin for lactation, and posterior pituitary hor- 
mone for expression of previously secreted milk. 

In the human species breast development may be abnor- 
mally induced in the male (gynaecomastia) either by oestro- 
gens or simply by testicular deficiency. Ocestrogens may 
induce satisfactory mammary development in women with 
congenital gonadal deficiency, though attempts to increase 
the size of the breasts in women with normally developed 
but nevertheless small breasts usually lead to disappointing 
results. Furthermore, prolonged application of oestrogens 
to the breasts, conveniently given by inunction, in such 
cases may increase the tendency to develop generalized 
nodularity or fibro-adenosis (“chronic mastitis”). _What- 
ever part the oestrogens may play in the aetiology of this 
condition, the symptoms of pain and tenderness experienced, 
particularly in the premenstrual week, are usually consider- 
ably relieved by small doses of androgen. 

Though it is generally agreed that oestrogens exert a 
direct effect on breast development both in the non-pregnant 
and in the pregnant woman, it is also clear that through 
their action on the pituitary they may lead to inhibition 
of mammary funcfion. Thus in the goat or in the cow it 
is possible for a relatively moderate dose of oestrogen to 
stimulate and initiate lactation, while a larger dose will 
inhibit the pituitary and suppress lactation. This pituitary 
inhibition is utilized in the case of the parturient woman 
who for one reason or another is not going to feed her 
baby. Relatively large doses given for about ten days, and 
started if possible before lactation has actually begun, will 
suppress the formation of milk and the painful engorge- 
ment of the breasts which accompanies it in the non-nursing 
mother. 


Sex Hormones and Cancer 


Evidence continues to accumulate concerning the intimate 
relationship between the sex hormones and tumours of the 
breast and uterus and of the prostate. In mice, mammary 
cancer can be induced by oestrogen administration in the 
males of a strain in which the females are cancer- 
susceptible. Women with carcinoma of the breast are five 
times more likely to have had a delayed menopause than 
women without breast cancer. If a woman with carcinoma 
of the breast becomes pregnant the tumour may grow at 
an alarming rate. Fibromyomas of the uterus and other 
structures have been produced in guinea-pigs, but not in 
other species, by administration of oestrogen. Carcinoma 
of the cervix has been produced in mice by giving oestro- 
gens, and it has been suggested that the relatively high 
incidence of cervical cancer in multiparae is due to the 
fact that they have been submitted to the prolonged effect 
of their own oestrogens during pregnancy. Carcinoma 
of the prostate never occurs in eunuchs or eunuchoids: 
acid phosphatase appears in prostatic tissue only after 
puberty, but can be made to appear before this age by 
androgen administration. In patients with prostatic cancer 
and bone metastases it may be present in high concentration. 

Nevertheless, despite these and many other suggestive 
observations, it is quite remarkable how few reports have 


appeared of cancer of these organs following administr, 
tion of the ipse-sexual sex hormone in human patients, any 
it would seem to be true of the human species that, thous} 
the influence of endogenous sex hormones may be an impor 
tant factor in the development of certain neoplasm 
administration of the ipse-sexual sex hormones does ng 
lead to the development of such neoplasms. 

On the other hand, administration of the contrasex 
hormones may have profound effects on the progress ¢ 
certain neoplasms, and in particular carcinoma of the pros 
tate and breast. Ocstrogens were first employed for thi 
purpose in the treatment of carcinoma of the prostate. } 
had been observed that orchidectomy arrested the progres 
of the condition, and it was hoped that oestrogens migh 
produce a “medical castration” by inhibiting the secre 
tion of pituitary gonadotrophins, thereby leading to testicy 
lar atrophy. The arrest of the primary growth, the dis 
appearance of the bone metastases, and the dramati 
amelioration of the symptoms are now a familiar experieng 
to anyone who has treated such cases with oestrogens, 

More recently, isolated reports have appeared indicatin 
that administration of androgens in high doses and ove 
long periods leads to a regression of breast cancers, with 
relief of symptoms and disappearance of radiological ey. 
dence of bone metastases in the younger group—i.ec., of 
patients under 60—whereas oestrogens are reported to pro} 
duce similar results in the older age group. It should k 
emphasized that there is no evidence of cure in any of thes 
cases, and that after a period of anything from a fey 
months to as long as five years there is a recurrence @ 
symptoms with renewed activity of the primary growth 
and reappearance of metastases. 

The mechanism by which this amelioration is produced 
is quite unknown. It may well be due to inhibition of the 
gonadotrophic influence of the pituitary on the gonad, and 
in this connexion it is interesting to observe that similar 
results have been claimed for surgical castration both it 
the male with carcinoma of the prostate and in the femal 
with cancer of the breast. Some intrepid surgeons hav 
even gone to the length of suggesting partial extirpation 
of adrenal cortical tissue in order to deprive the patien 
as completely as possible of the ipse-sexual sex hormone 
It has also been suggested that carcinoma of these second 
ary sex tissues can flourish only in an environment 0 
normal or unduly prolonged sex-hormone secretion, 2 
that by flooding the system with the contrasexual sex hor 
mone this normal sex hormone pattern is disturbed, with 
arrest of the progress of the malignant condition. 
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The Protein-anabolic Effect of Androgens baedia 
Of the multiple excretion products of adrenal corticalwork h 
activity (54 have so far been identified) three main groupsponscio 
have been classified. The first, which is exemplified byfherefor 
‘deoxycortone, controls water and electrolyte metabolismfisk of | 
and lack of this factor is mainly responsible for the symp-Mission, 
toms of Addison’s disease. A second group, the glycogeni@versim 
corticoids or 11-oxysteroids, is responsible for the con#self. 
version of protein precursors to glycogen, and is referred 
‘to as the S-hormone (“ sugar ” hormone) by Fuller Albright’ 
There is evidence of excessive secretion of this hormone it 
Cushing’s syndrome, which is usually accompanied b 
excretion of high concentrations of 11-oxysteroids in th¢@ 
urine. Albright seeks to explain the osteoporosis so charac 
teristic of this condition on the theory that the conversionft Child 
of protein to glycogen is selective and denudes the proteif — i 

matrix of the bone on which subsequent calcification nor m 
mally occurs. Other tissues selectively affected by this pro 
tein deficiency in Cushing’s syndrome are, according 
Albright, the skin, which becomes thin and atrophic as seen 
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ypically in the legs and distal portions of the arms, and 
“Bhe peripheral blood vessels, which rupture easily and 
“I,ccount for the bruises, eechymoses, and “ petechial haemor- 
hages.” The third group consists of substances identi- 
‘Wied in the urine as the neutral 17-ketosteroids, which 
"Gnclude all the adrenal androgens. According to Albright 
ese are the substances responsible for nitrogen retention, 
bnd he refers to the group as the N-hormone (“ nitrogen ” 
Hormone). S-hormone and N-hormone are mutually 
antagonistic, in so far as the-latter is protein-anabolic 
and the former “anti-anabolic.” Thus the effects of 
xcessive S-hormone production, which depletes protein 
storage and leads to muscle wasting and weakness (as seen 
pically in Cushing’s syndrome in the atrophy of the 
uscles of the buttocks and thighs), are similar to those 
due to deficiency of N-hormone, as indicated by lowered 
*ii7-ketosteroid excretion. The conditions associated with 
owered or absent 17-ketosteroid excretion are pan- 
ypopituitarism (true pituitary infantilism and Simmonds’s 
disease), eunuchoidism, Addison’s disease—especially in 
omen, though in men testicular androgens account for 
some degree of 17-ketosteroid excretion—and myxoedema. 
: Ufin all these disorders therapeutic administration of andro- 
ical eviBoens leads to beneficial effects, though to a varying degree. 
—1¢€., fperhaps the most remarkable changes are seen in Sim- 
| to prt Imonds’s disease, in either sex, where an implantation of 
ould tefrour to six 100-mg. pellets of testosterone overcomes the 
of thet i-haracteristic muscular weakness and is followed by an 
1 a T¥iappreciable gain in weight, with increased muscular 
‘ence levelopment and a positive nitrogen balance. In eunv- 
8rOWUhoidism there is also an increase in weight and muscular 
strength. In Cushing’s syndrome the administration of 
roducedjandrogens has been reported to have cured the osteoporosis. 
n of thtfThe therapeutic applications of this concept of the protein- 
ad, an fanabolic action of androgens are still largely in the experi- 
similatimental stage, but it seems to be true in a general way that 
both itfwhere the 17-ketosteroid excretion is low there is a ten- 
- femaltMency to muscular atrophy and weakness, and where it is 
ns havifhigh there is nitrogen retention and increased muscular 
irpationBtrength. For instance, the “ infant Hercules” with a pre- 
patietiubertal adrenal cortical tumour is not only bulging with 
pea uscle but is also abnormally strong. 
secon 


nent 


nd over 
rs, with 


Conclusion 


yn, allt . . 
ex hor} [he object of this paper has been to provide a brief 
d, with account of the modern trends in sex-hormone therapy, with 


an attempt to rationalize the principles involved. It has not 
been possible to do more than wipe the dust off the cover 
bf this rapidly expanding loose-leaf volume in the encyclo- 
paedia of modern therapeutics. No references to original 
sorticalwork have been cited, for such writings have not been 
groupsponsciously referred to. In holding myself responsible, 
ied byfherefore, for the views herein expressed I must run the 
bolismfisk of perpetrating such errors, both of omission and com- 
symp-Mission, as commonly accompany the necessarily dogmatic 
‘ogeni@versimplification to which a postgraduate lecture lends 
e condself. 
eferred 
bright’ 
one inj The West of England Child Health Group was formed in March, 
ed by%, to foster co-operation between doctors and others who are 
in thé pncerned in the various aspects of child health. At the first meet- 
ng Professor A. V. Neale and Professor R. H. Parry opened a dis- 
haracfussion on “ The Integration of the Preventive and Curative Aspects 
rersion#t Child Health.” At subsequent meetings, which are held at 
rotein honthly intervals, discussions have taken place on a wide range of 
ibjects, including gastro-enteritis, thoracic surgery, and upper respira- 


n NOMBry disease. During the present session, 1948-9, the group has 

is pr0-Beld a discussion on orthodontics and a clinico-pathological con- 

ing to ce on mongdlism. Dr. William Hobson (professor-elect of social 

s seen industrial medicine, University of Sheffield) gave an address on 
ocial Medicine.” 


ALTERNATING ORTHOSTATIC 
HYPOTENSION AND HYPERTHYROIDISM 
OF PROBABLE HYPOPHYSIAL- - 
HYPOTHALAMIC ORIGIN 


BY 


F. VEGA DIAZ, M.D. 
(From the Cardiological Department, Madrid General Hospital) 


No final conclusions can be drawn from the following 
report, since considerations based on a single case lack 
sufficient foundation and must always be hypothetical. 


Case Report 


The patient, a married woman aged 24, was sent for examina- 
tion of her circulatory system. Her father died at the age of, 
57 from a liver disease, her mother is alive and well, aged 57, 
and three brothers are also alive and well. One brother died at 
the age of 9 months, from an unknown cause. 

Personal History.—Birth and early development were normal. 
She had measles and whooping-cough in early childhood, with- 
out complications, and very frequent attacks of sore throat, and 
has always suffered from constipation, anorexia, and asthenia. 
Menarche was normal, at the age of 14, with a normal menstrual 
cycle. From the age of puberty onwards, and for several years, 
she has suffered from dizziness. Perspiration has always been 
scanty. Immediately after menarche she found that on getting 
up after lying down for some time she always had a sensa- 
tion of mistiness and progressive loss of vision, and a feeling 
that she was going to faint ; she had to take hold of something 
quickly and sit or lie down again. These phenomena sometimes 
progressed to actual fainting, and appeared at odd times totally 
unconnected with the taking of meals or fasting. 

These symptoms persisted until soon after her marriage at 22 
and improved immediately afterwards, though at this time she 
was very nervous, suffered from palpitations, became thinner, 
and developed a slight swelling in the neck. She became preg- 
nant six months after marriage. At that time the dizziness had 
disappeared ; but, simultaneously with pregnancy and when the 
attacks of dizziness were becoming less frequent, there appeared 
other phenomena of endocrine origin: loss of weight—progres- 
sive though not excessive and less marked than before— 
trembling, and bad temper (she always had a certain tendency to 
depressive neurosis). The slight goitre persisted, and there was 
some fever, with attacks of palpitation and paroxysmal tachy- 
cardia. Her usual pulse rate was 90-100, and she sweated at 
night. 

This syndrome was considered to be due to focal sepsis in the 
tonsils, and in the third month of pregnancy they were removed. 
In spite of this the neurosis persisted and the paroxysms of 
tachycardia continued. At this time the slight thyroid enlarge- 
ment was noted and the basal metabolism was found to be + 28, 
and a month later +37. 

A corrected diagnosis of gestation hyperthyroidism was made, 
and treatment with methyl thiouracil was prescribed, but the 
patient did not notably improve, the B.M.R. remaining 
unaltered. She then had a normal confinement but did not 
nurse her baby. The slight hyperthyroidism continued. Treat- 
ment with methyl thiouracil, alternating with Lugol’s solution, 
was now instituted and the signs and symptoms of hyperthyroid- 
ism disappeared. She put on weight, though not enough to 
compensate for the previous loss ; the thyroid became normal 
in size and the attacks of tachycardia gradually disappeared. 
Surprisingly enough, however, just as she was recovering from 
the hyperthyroidism and was getting well again, she noticed a 
return of the postural dizziness—i.e., the orthostatic hypotension 
syndrome reappeared after having been latent, or having 
disappeared, during the phase of hyperthyroidism. 

Clinical Examination—The patient was of asthenic, constitu- 
tion, with dry skin, waxen pallor, and prominent superficial 
veins. The mouth was healthy, without dental sepsis. The 
lungs were normal. The heart was normal on palpation and per- 

cussion. Cardiac sounds were lively but normal, and the pulse 
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was soft, compressible, and of normal frequency and rhythm. 
Arterial pressure in the right arm, in sitting posture, was 90/50, 
pulse rate 80. Without being able to make her rest beforehand, 
we took her arterial pressure in a vertical posture, when the 
figyres dropped slightly to 80/40, with pulse rate 84. 


On finding such low pressures and confirming our clinical 
impression that her dizziness was due to postural hypotension 
we proceeded to examine her orthostatic reactions on a tilt-table. 
After ten minutes’ rest in the horizontal position the B.P. was 
90/50. On changing rapidly to the vertical the successive pres- 
sures were: immediately after the change, 95/60; and 30 
seconds later 60/40. 60 seconds later still the pressure dropped 
to about 40, and auscultation revealed sounds only in the region 
of 45 and 35 without our being able to determine accurately the 
systolic and diastolic pressures—i.e., without pulse pressure. 
The patient now had a_ sudden sensation of weakness 
and dizziness and became very pale, but without any 
sweating and without any noticeable change in the pulse rate 
on auscultation. The phenomena became more _pro- 
nounced until, a little before two minutes had passed, the 
patient fainted, and only some very soft sounds were 
audible around 30 mm. ; but, in view of the alarming circum- 
stances of the moment, we could not study the pulsation index 
on the oscillometer, which had previously dropped from 20 to 
10 mm. The patient was placed supine slightly tilted in the 
Trendelenburg position, and was given rapid passive movements 
of the limbs with centripetal massage. She quickly recovered, 
her blood pressure rising progressively to 60/40, 80/40, 90/45, 
and 108 /60—i.e., to a figure slightly above the initial one. Sino- 
carotid sensitiveness and eye-compression tests were made, and 
proved negative, there being not even a fall in pressure or brady- 
cardia, or syncopal or presyncopal phenomena of a cerebral type. 


Pre-carotid pressure (according to Engel’s technique), applied 
to ascertain whether the case was one of elective derangement 
of the cerebral circulation, gave completely normal results. An 
atropine test (2 mg. given intravenously) did not prevent a 
certain amount of postural reaction; neither did it produce a 
sufficiently high tachycardia ; but we must point out that the 
slight atropine tachycardia was enough to substitute a simple 
dizziness for the postural fainting, although the arterial pres- 
sures had dropped in the same way as happened without 
atropine: a compensating effect through increase in the minute- 
volume. Valsalva’s and Flack’s tests produced syncope even at 
45 degrees on the tilt-table. 


Investigation revealed :—Abdomen: flaccid, no tender points ; 
neurological examination quite normal ; special senses, normal. 
The arm-to-tongue circulation time was 17 seconds (decholine) 
and the arm-lung time 8 seconds (ether). X-ray examination 
of the chest revealed a normal vertical heart, with normal out- 
lines in all positions. 


In the electrocardiogram the complexes were normal in all 
the leads and of the vertical heart type. Other curves in the 
vertical posture showed rather the phenomenon of a “ hanging 
heart” and, furthermore, noteworthy alterations of the S-T 
intervals ; in the first curve in the vertical position S-T2 was 
depressed, but there was still a positive T wave and the T 3 wave 
became more negative. In the second curve, taken after 90 
seconds, the T2 wave became negative and was preceded by 
a somewhat curved previous interval. Among the other data 
we also observed a shortening of the electrical systole and high 
and ample P2 waves that were not seen in the horizontal 
posture. 


The blood picture was almost normal ; there was slight macro- 
cytic anaemia (average cell diameter 8.10 ), with normal leuco- 
cyte count and distribution. Total plasma proteins, 6.9%, with 
an albumin-globulin ratio of 1.03. Cholesterol, 120 mg. per 
100 ml. 


Test meal, normal. By duodenal drainage, bile was extracted 
in which a Proteus organism was cultivated; in the faeces, 
Type I Bact. coli was cultivated as well as the Proteus. 
Ophthalmic examination showed only a slight vascular invasion 
of the limbus (Dr. C. Costi). X-ray examination of the digestive 
system (Dr. E. Castillo) revealed an enteropathy of the small 
intestine with marked colonic atony ; cholecystography revealed 
the gall-bladder, but it showed no emptying. Finally, the basal 
metabolic rate was normal: +6%. 


Discussion pring 
to tl 


This syndrome corresponds exactly to that of orthostatigpharac 
hypotension syncopes. The differential diagnosis woufever, 
have to exclude the other syncopes that are more or |e in wei 
related to the vertical position, and especially the so-calle weight 
vasodepressor syncopes. The direct and invariable relatig goitre 
to the vertical position and the abrupt fall of blood pressumfaccord 
are sufficient for exact diagnosis. The absence of sweati On 
and the fact that the orthostatic hypotension syncopes ha with t 
never been produced by other stimuli (emotion, traumd orthos 
etc.) differentiate them from neurogenic or psychogen hypoth 
vasodepressor syncopes ; it is evident, therefore, that th 


investi 
present case is not the kind of vasodepressor syncop hypop 
observed in the processes of infectious diseases, hea ting ir 


shock, etc. accura 

The negative result of pressure on the carotid sinusef pose 
(examined successively and conjointly) and on the eyebal exclud 
rules out the reflex and vagus factor. Atropine, thoug " 
it slightly raised the heart rate (from 80 to 90) and preventd or dis 
total orthostatic syncope, could not prevent a feeling ¢ ete.) — 
dizziness and loss of vision, which the patient remedied fh, sudd 
moving her limbs as she was ordered—a manceuvre. thi, verti 
was less quickly effective in total syncope. This prov In hy 
that the syncope was not of the orthostatic vasodepressy 7 
type of sinocarotid origin and that the vagus factor w 1 om 
secondary. Neither is it a case of reflex or arrhythm he me 
cardiogenic syncope, since there are no electrocardiographig. 
data of alterations of the intracardiac conduction of Boog 
electric stimulus, nor any extrasystoles or other signs leaé he dig 
ing one to suspect a cardio-irritative syncope (of paroxysmi Adlon | 
tachycardia type). The electrocardiographic anomaliq 
observed in this patient are very typical of orthostatic hype : 
tension; they have been related to postural corona 
insufficiency (Akesson, 1936; Meesen, 1937) and to} 
heightening of the sympathetic tone (Nordenfelt, 194 
1942), but they are not so marked that the attacks ¢ ee ca 
dizziness affecting the patient can be ascribed to then ack © 
nor can they be related to “ coronary shock ” (Bezold type ompe 


The history and the neurological examination exclude dfjncreas 
possibilities of a neurological lesion being responsible fqthyroic 
the orthostatic hypotension (tabes, syringomyelia, etc§the per 
Other processes that generally give rise to orthostatic hyp@thalam 
tension (pituitary insufficiency, adrenal insufficiency, etd@is dire 
were not found here either. Therefore there can be Monditi 
question of a secondary orthostatic hypotension. atony, 

By exclusion, a diagnosis of syncopal disease due paroxy 
chronic essential orthostatic hypotension (Pont, 1945) waput we 


the in 
hyroic 


made. of tl 
We may observe that during adolescence and puberty th 

patient developed a syndrome of postural hypotension, v 

rare at this age, since practically all the cases of ortho 

static hypotension syndrome recorded were in persons OV@ A cl] 


50 years of age, and this is not the classical “ orthostatifhypote 
vasoneurosis of second childhood” described by Seckeiby a s 


When the patient was married, and particularly in a 
Only te 
nuptial phase, -her postural troubles disappeared at ibdica 


same time as a slight hyperthyroidism syndrome set 


It is therefore evident that her hyperthyroidism, which le. 
not of Basedow type, caused circulatory changes sufficieq, 


to lessen or even suppress the postural syndrome and 
cause the subjective symptom of postural dizziness to di 
appear in spite of the persistence of hypotension frog’ * 

which the patient says she suffered throughout pregnandiAkessor 


It is evident, as Marafion (1947) and others have recent Re 
insisted, that the genetic basis of these types of hyp 
thyroidism must be sought probably in an organic Geerden 


humoral disturbance of the kind now called hypophysi@e— (1 
hypothalamic block. The nuptial-phase 


, 
arafic 
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swing to the emotional characteristics attributed to it, enters 
to this syndromic group for two reasons: its discrete 
Orthostati@icharacter with mild hypermetabolism, the emotionalism, 
Osis wouldffever, slight resistance to medical treatment, the increase 


ore Or leflin weight during treatment without entirely regaining the 
© $O-Callel weight previously lost, and the absence of adenomatous 
dle relatig goitre all characterize it as hypophysio-hypothalamic, 
od pressumfaccording to Marafion’s latest revision. 

f sweating’ Op the other hand, it is well known—and I have dealt 


copes ha’ 
n, trau 
sychoger 
>, that th 
syncop 
es, hea 


with this elsewhere—that the mechanism underlying the 
orthostatic hypotension syndrome may also be based on 
hypothalamic physiopathological factors. From time to time 


hypopressor centres of the hypothalamic region, culmina- 
ting in the recent work of Hess (1946) with a relatively 
, accurate location of such centres in experimental animals. 
id sinusg Essential orthostatic hypotension in Pont’s sense—i.e., 
le eyebalif .xcluding orthostatic hypotension secondary to other pro- 
©, thougB cesses (endocrine, Addison’s disease, Simmonds’s disease) 
Preventdi, diseases of the central nervous system (tabes dorsalis, 
feeling €tc.)—is the result of an associated series of factors causing 
medied-4f, sudden reduction of the heart minute-volume on assuming 
“Uvre. yertical posture. 
“ 7 TOVE tn hyperthyroidism the peripheral vasomotor tone is really 
sce a increased whether or not there is any degree of capillary 
“fdilatation (in this case, indicated by the fever and sweating) ; 
"Ethe regional pooling of blood is difficult. owing to the 
‘increase in quantity and speed of the blood circulating 


ation (also accentuated by colitis) may have been reduced 
during the phase of hyperthyroidism. The hypotonia of the 
skeletal muscles may also have been counterbalanced by 
"Ithe increase of muscular activity caused by the hyper- 
hyroidism which is observable in the muscular tremor of 
cases of hyperthyroidism. Finally, the faulty regulation of 
the cardiac output in orthostatic hypotension—i.e., the 
‘Mack of cardiac adaptation to inflow reduction, lack of 
‘compensating tachycardia—is here overcome by the real 
clude afincrease of the minute-volume characteristic of hyper- 
sible f@thyroidism, which in this case was further conditioned by 
ia, etCEthe permanent tachycardia. We may consider that the hypo- 
tic hyp@thalamic disturbance which produces the hyperthyroidism 
Icy, elfis directly related to the hypothalamic disturbance which 
n be Meonditions the orthostatic hypotension and the digestive 
atony, and even that the tachycardia and the attacks of 
/ due paroxysmal tachycardia were not of direct endocrine origin 
145) W&but were due to an irritating affection—possibly hormonal 
of the sympathetic nuclei of the hypothalamus. 
erty ti 
on, Vv 
f ortho Summary 
ons OVE A clinical case is described in which a juvenile orthostatic 
thostatifhypotension syndrome with orthostatic syncopes was followed 
Seckefby a slight nuptial hyperthyroidism accentuated during preg- 
y in yhancy, at which time the orthostatic hypotension disappeared 
at tHe ly to reappear when the former was cured by antithyroid 
-smeédication. 
A hypothalamic origin is ascribed to both syndromes, and the 
hyperthyroidism and the attacks of paroxysmal tachycardia 
are explained as a teleological mechanism of defence in the 
and eestation period. 
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ORAL REACTIONS TO PENICILLIN 


BY 


W. G. CROSS, M.B., M.S., B.D.S. 


Department of Periodontia, Institute of Dental Surgery, 
Eastman Dental Clinic. 


In the second half of 1946 several cases of reaction to 
penicillin used locally in the moyth had been reported, 
and these, together with the occasionally unsuccessful results 
of penicillin therapy in oral infections, led to the investiga- 
tions which gave rise to this paper, and which were carried 
out in the Dental Department, Guy’s Hospital, in 1947, as 
the subject of the Ernest Hart Memorial Scholarship of the 

British Medical Association. 

A review of the literature up to the end of 1947, when 
the investigations were concluded, reveals a limited number 
of cases of reaction to penicillin. Bedford (1946) describes 
two cases of black tongue occurring in patients treated 
with pastilles and lozenges for three days on the one hand 
and pastilles and spray on the other. The discoloration 
appeared on the fifth and fourth days and cleared in 13 
‘and 12 days respectively. Thompson (1946) describes 
glossitis arising from penicillin lozenge therapy in three 
patients suffering respectively from tonsillitis, pharyngitis, 
and aphthous ulceration. Different batches were used in 
all three cases. 

Cameron (1946) reports two cases of stomatitis occur- 
ring after four to five days’ treatment with 50 lozenges. 
Murphy (1946) describes a case of stomatitis occurring after 
two days’ treatment. Bradley (1946) inhaled penicillin 
spray—total dosage 800,000 units in first 10 days, then 
1,000,000 units during the next five days. He developed 
soreness and dryness of lips and nostrils and a sore tender 
tongue. 

Ellinger and Shattock (1946) report the case of a woman 
subject to attacks of nicotinamide deficiency in whom 15 
penicillin lozenges, together with drops of a solution con- 
taining 500 units of penicillin per ml. pipetted on to the 
tongue for five days, brought about a slaty colour. They 
consider that the discoloration was due to pigmentation 
of the filiform papillae, and suggest that the penicillin thus 
taken is swallowed and passes through the stomach in suffi- 
cient quantity to inhibit the growth of intestinal organisms 
responsible for the synthesis of nicotinamide, and that the 
oral reaction was largely one of nicotinamide deficiency. 
In this connexion a number of patients treated by me were 
given lozenges containing 500 units of penicillin and 2 
or 6 mg. of nicotinamide, taken in the usual way, and 
about 20% of these patients developed a discoloured 
tongue. 

Goldman (1946) describes a case of vesicular cheilitis 
in a patient treated thrice daily with a mouth-wash con- 
taining 500 units of sodium penicillin per ml. of saline. 
A patch test was positive for sodium penicillin and negative 
for calcium penicillin. 

‘Wright and Rule (1946) report 19 reactions among 189 
patients treated with penicillin lozenges. Of these six 
occurred among 38 patients on calcium penicillin lozenges 
and 13 among 151 patients on sodium penicillin lozenges. 
They consider the sodium salt to be less toxic. 

Blyth (1947) describes a case of glossitis following the 
use of penicillin lozenges for four days that recovered in 
three days. Ackers (1947) reported reactions in 49 patients 
treated: four had discoloured tongues, which took three 
weeks to resolve, one had glossitis, and one was able to 
taste penicillin four days later. 


through the tissues. Although pregnancy did not improve 
Ens ‘athihe digestive atony in this patient, the mesenteric accumu- 
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ORAL REACTIONS TO PENICILLIN 


Manecat JAN. 

Reactions to Penicillin —the normal fur having been lost in a patchy manner~fipe loze 
A total of 59 cases of oral reactions to penicillin have With bright-red prominent fungiform papillae. The tipfyere m 
been studied in this investigation—36 from the literature, Specially is affected. om 
12 reported in personal communications, and 11 observed Table I shows the cases reported to me and Table II thghould | 
‘personally. The two common conditions are discoloration cases I saw personally. Among the latter those who sucr« 
of the tongue and stomatitis—in the latter condition glossitis Condition is indicated as “ normal ” were volunteers. as pre 


being marked. 

Discoloration of the tongue is the commoner condition. 
It occurs in at least 30% of patients taking penicillin con- 
tinuously for oral conditions. It is often unnoticed by the 
patient, and is not accompanied by any symptoms of dis- 
comfort, Only one case was reported where discoloured 
tongue and stomatitis coexisted. Discoloration begins two 
to four days after starting treatment and wears off in five 
to 14 days. It consists of a pigmentation of the filiform 
papillae, and is most pronounced in the central furrow and 
towards the back; it may be yellowish brown, brownish 
green, greenish black, or black. It is absent at the sides 
and tip of the tongue. 


TaBLe I.—Cases Reported in Personal Communications 


Some of these cases were treated with penicillin incorfavouri 
porated in chewing-gum—10,000 units per portion of gumgmount: 
It was shown by McIntosh and Perryman (1946) that th@paceuti 
gum would still be capable of liberating penicillin after afhem W 
long as six hours, and this method of treatment was foundgpzenges 
of great use. Dosage was reduced to one portion of gunjgp a nu 
thrice daily, and this simplified treatment was highly effeoilossitis 
tive in the acute stage of ulcerative gingivitis. reviou: 
h no ca 
Cause of Penicillin Reactions Finall 


Suggestions on the causation of glossitis and discolouredgeen 441 
tongue have been varied. The base of the commercialgzed aq 


trochiscus penicillini, B.P., has been incriminated (Ingramfral dri 
paction 
lozen 


nicillit 
Case No Condition Treated Reaction and Onset After Starting Treatment Remarks ¥ In ma 
! Pharyngitis Cheilitis, glossitis, black tongue Occurred on two occasions, using tested 
different makes of lozenge { 
2 Not stated Glossitis ned c 
3 Haem. strep. sore throat Erythema of palate, tongue, and pharynx after 3 days. Ageusia for | No cutaneous reaction to lozengil, et, Pse 
7 A 3 weeks applied to skin of forearm ’ 
4 After extraction of incisors = cg poe tongue, absence of salivation, discomfort in deglutition | Lozenges and pastilles Bus vuls 
ter 3 weeks . 
5 Inflammation of palate Glossitis after a few days—red, swollen tongue with ‘enlarged papillae Powdered penicillin lozenges over upp bles it 
nture 
6 Coryza Glossitis on 3rd day (20 lozenges for 2 days), tongue and fauces reddened; | Taken to prevent secondary infecti gan ol 
i detachable brown fur. Two days later extensive stomatitis from a cold. M. albicans present pt begil 
7 “Gum condition “y Dark sepia tongue on Sth day (lozenges for 3 days). Wore off in 4—5 days ” ent h 
8 Pharyngitis Black ye -like growth (onset not stated). Had only 3-6 lozenges in | This was repeated three times mt ha 
9 Dry socket after extraction Stomatitis after 9 days’ treatment. Brownish-black tongue 10th day. yond 
se Lozenges taken 11 days in all hanged 
10 Pharyngitis Black tongue. 40-50 lozenges taken in 3-4 days 
1 Infected socket _ Brown tongue after 7 days. 35 lozenges in 10 days mpton 
12 Ulcerative gingivitis (Vincent’s) | Black tongue after 4—5 days. Cleared in 7 days ceasin 
r abou 
IIl.—Cases Observed Personally } Of the 
daca 
Case No. Condition Reaction and Onset After Starting Treatment Micro-organisms e the r 
1 Infected socket Brown tongue (4th day) Friedla 
illus 
2 (1) Normal (standard 500 unit lozenge) Greenish-black tongue (4th day) M. albicans 
(2) Normal (500 unit lozenge with 2 mg. nicotinamide) | Brown tongue (3rd day, lasted 9 days) ” ” A . 
(3) Normal (crystalline penicillin, 500 units) Brownish-green tongue (3rd day) revit 
3 (1) Normal (500 units penicillin) Stomatitis; very sore tongue (6th day, lasted 5 days) loca 
(2) Normal (crystalline penicillin, 500 units) Stomatitis (Sth day, lasted 7 days) . : 
4 Normal Glossitis (4th day) C 
5 Infected socket Brown tongue (4th doy) Staph. albus, M. albicans Guy’s 
o Acute ulcerative gingivitis Brown to (3rd day) Proteus vulgaris ? 
7 Acute ulcerative gingivitis Greenish-black tongue (Sth day) Neithe: 
8 Pharyngitis Nausea on 3rd day, glossitis on Sth day, lasted 7-10 days nsib 
9 | Pharyngitis Brownish-green tongue (Sth day) pre 
10 Extraction of 3J Black tongue (3rd day); had 25 lozenges in 48 hours N. catarrhalis. Anaerobically}It is n¢ 
a coliform bacillus. le 
fungi or yeasts Pp 
11 Acute ulcerative gingivitis Brown tongue out 48 


‘picillin 


Attempts were made without success to determine the 
nature of the pigment. Scrapings from discoloured tongues 
were examined microscopically. Dark pigment was observed 
in the epithelial cells of the filiform papillae, but owing 
to failure to get enough pigment into solution spectroscopic 
analysis was not possible. In no cases were chromogenic 
bacteria or fungi detected, although Monilia albicans was 
present in several. 

Penicillin Stomatitis 


In a typical case the patient, who has been treated for 
three to five days with topical penicillin for some oral 
or pharyngeal condition, complains of marked soreness 
of the tongue and at times of the whole mouth and pharynx, 
with extreme Uiscomfort on taking hot fluids, spiced foods, 
and condiments, or on smoking, and occasionally ageusia 
and lack of salivation. The condition lasts six to ten days, 
but the loss of the sense of taste may last some weeks. 
Examination in the acute stage shows a swollen red tongue 


asa 
1947). Ellinger and Shattock (1946) suggested that thtftion ot 
reactions may be due to nicotinamide deficiency. Penicilli 
administered as lozenges was swallowed, and inhibited 
the growth of intestinal organisms responsible for t 
synthesis of nicotinamide. In this connexion a numbeg 
of the patients treated by me had two- or three-day courseg’ 
of penicillin lozenges containing 2 mg. of nicotinamide, ang 
in many of those so treated discoloured tongues developed 
Other possibilities are: (1) the presence of penicillingkers, 5 
insensitive organisms, with the absence of the normal flora #lord, | 
and (2) individual sensitivity to one or mOre penicillifii}gi.y 
or impurities. The possibility of the lozenge base beitijmeron, 
responsible, either chemically or mechanically, was th Rien, 
subject of much investigation. am, € 
All penicillin used commercially is produced by a limited ~o 
few companies ; this penicillin is then marketed by a largt i 
number of firms. Clinical trials were made with lozenges 


ich, N 
ton, 
produced by seven firms. The compositions of the base 0 mR 
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ORAL REACTIONS TO PENICILLIN 


Manner~fhe lozenges were made known the The 
The tipvere made in accordance with the, British Pharmacopoeia 
ommendations on penicillin—namely, that each lozenge 


ible II theghould contain 500 units of calcium penicillin in a sucrose 
Se Whosdpr sucrose and lactose base. In most cases gum tragacanth 
ers. as present, about 3-8%, magnesium stearate 0.8-2%, and 
lin incorfavouring agents—e.g., vanillin, essence of lime—in small 
n of gum—mounts. All these are substances used in common phar- 
) that tha@paceutical practice, and it was felt unlikely that any of 
n after ahem would cause a toxic reaction. As a test of this, 
vas foundppzenges consisting of the base only (blanks) were given 
n of gungp a number of patients, including several who had had 


lossitis or discoloured tongue with the penicillin lozenges 
reviously. Though the blanks were given for several days, 
n no case did they produce any toxic effects. 
Finally, reactions have been reported when penicillin has 
scolouredgeen administered in other forms—e.g., inhalation of nebu- 
mmerciagzed aqueous solutions (Mutch, 1947) and continuous intra- 
al drip (Royston, 1947). In addition, both types of 
raction were observed in patients treated with crystalline 
lozenges and pastilles ; these contained about 96% of 
= nicillin G, 4% of the other penicillins, and no impurities. 
7 In many cases of reaction to penicillin the mouth cavity, 
tested by the salivary count, was either sterile or con- 
ined coliform organisms. In a number of cases, how- 
to lozengier, Pseudomonas pyocyanea, Friedlander’s bacillus, Pro- 
s vulgaris, and M. albicans were present. From the two 
bles it will be seen that the average reaction to penicillin 
gan on the fourth day of treatment, but sometimes did 
bt begin for seven or even nine days. In most cases treat- 
ent had been carried out for three or more days—i.é., 
yond the point (48 hours) where the oral flora had 
hanged completely to  penicillin-insensitive organisms. 
mptoms usually diminished in two days from the time 
ceasing penicillin therapy, but persisted to a lesser degree 
rabout a week, and occasionally longer. 
} Of the less common symptoms, lack of salivation, ageusia, 
da capacity to taste penicillin after cessation of treatment 
e the most striking. , 
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Summary and Conclusions 


A review of the reported cases of oral reaction to penicillin 
ed locally in the mouth is given, together with an account of 


ilar cases among patients treated in the dental department _ 


bicans | Guy’s Hospital. 
Neither nicotinamide deficiency nor the lozenge base is 
ponsible for these oral reactions. 
ae lp It is noticed that reactions do not occur until there has been 
“complete change in the character of the oral flora. This takes 
out 48 hours, and it seems reasonable to limit the use of 
icillin for the treatment of oral infections to this length of 
asarule. To maintain an adequate and continuous concen- 
tion of penicillin in the mouth the use of this antibiotic in 
ing-gum, 10,000 units per piece, thrice daily, is suggested. 
would like to thank Dr. C. Shuttleworth, assistant dental 
eriologist, for numerous salivary counts and helpful advice; 
)many dental students who so kindly co-operated in this investi- 
lion; and Mr. Gott, of the dispensary, for overcoming the technical 
ficulties inherent in the preparation of penicillin chewing-gum. 
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CARRIAGE OF PENICILLIN-RESISTANT 
STAPH. PYOGENES IN HEALTHY 
ADULTS 


BY 
T. D. M. MARTIN, M.R.C.S., L.R.C.P. 
AND 
J. E. M. WHITEHEAD, M.A., M.B., B.Chir. 


(From the Department of Bacteriology, §t. Thomas's Hospital 
Medical School) 


The number of papers on this subject that have appeared 
in recent years indicates that there may be an increase in 
resistance to penicillin among strains of Staph. pyogenes 
isolated at different times from human infections during 
the course. of penicillin treatment (Rammelkamp and 
Maxon, 1942; Anderson et al., 1944; Bondi and Dietz, 
1945 ; Gallardo, 1945 ; North et al., 1946). On the other 
hand, there is also evidence that strains of Staph. pyogenes 
exist which are naturally resistant to penicillin, having. been 
isolated before the institution of penicillin treatment and 
in many instances having been shown to possess the power 
of inactivating penicillin by the production of penicillinase 
(Kirby, 1944 ; Spink et al., 1944a, 1944b ; Bondi and Dietz, 
1945 ; Gots, 1945 ; Gallardo, 1945 ; Harley et al., 1946). 

Further, it has been shown by Barber (1947a, 1947b) 
that the incidence of infection with penicillin-resistant strains 
may be increasing, since in one hospital the percentage 
rose from 14.1 in 1946 to 38 in 1947. There is thus evi- 
dence not only that some strains of Staph. pyogenes are 
resistant to penicillin and that some may become resistant 
in the course of treatment but also that the incidence of 
infections with such strains may be increasing. 

The nose and skin of normal persons have been shown 
by many earlier workers to be reservoirs of considerable 
importance for the carriage of potentially pathogenic 
staphylococci (for studies and references to earlier work 
see the papers of Miles ef al., 1944; Williams, 1946). 

Investigations of outbreaks of staphylococcal infections 
have shown that the nose, throat, and skin of persons in 
the patient’s environment, or of the patient himself, har- 
boured strains of the same phage or serological type as 
the infecting strain (Allison and Hobbs, 1947 ; Hobbs er al., 
1947). 

So far as we are aware there has been no published 
work concerning the incidence of penicillin-resistant strains 
of Staph. pyogenes occurring in the nose and throat and 
on the skin of normal persons, although Moss‘et al. (1948), 
in an investigation in 1946, encountered one resistant strain 
and one partially resistant strain in the noses of 21 patients 
who were persistent nasal carriers of Staph. pyogenes. 

In view of the evidence in support of the nose and skin 
as reservoirs of strains able to cause infection, it is obviously 
important to investigate the incidence of strains resistant 
to penicillin in these situations. Opportunity was taken, 
therefore, to examine the penicillin-resistance of all 
coagulase-positive strains of staphylococci isolated from 
the nose, throat, saliva, and six skin sites of 50 healthy 
individuals during the course of a different investigation. 

Following the practice of earlier workers, we have applied 
the term Staph. pyogenes to all coagulase-positive staphylo- 
cocci irrespective of 


Isolation of Strains 
The group; studied between April and November, 1947, 
consisted of 50 volunteer male medical students and labora- 
tory workers. One-half of these were students not engaged 
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in clinical work and laboratory staff not primarily handling 


material likely to be infected with Staph. pyogenes. 
of the volunteers was infected clinically. 
Nine sites were swabbed in the following manner: 


Throat——A dry cotton-wool swab was rubbed over the tonsils 
and the posterior pharyngeal wall. 

Nose.—A swab moistened with broth was passed into both 
anterior nares. 

Saliva.—A dry swab was dipped into a pool of saliva allowed 
to collect between the gum and lower lip. 

Skin.—This was sampled on the following six sites by rubbing 
a swab moistened with broth over an area the size of a penny 
with a circulars motion 20 times: (1) Face: both malar promin- 
ences. (2) Hand: palmar surface of the right hand. (3) Chest : 
middle third of the sternum. (4) Abdomen: immediately above 
the umbilicus in the midline. (5) Back: over the lumbar 
vertebrae. (6) Leg: over the right patella. 


None 


All swabs were immediately inoculated into “ lemco” 
broth and incubated aerobically overnight. The following 
day subcultures were made from the broth on to horse- 
vlood-agar plates, which were then incubated overnight 
and examined the next day for colonies of staphylococci 
Where there were any differences—e.g., in pigmentation, 
‘presence or absence of haemolysis, etc.—representative 
colonies of each variety were picked. The colonies thus 
picked off were subcultured on to segments of a lemco- 
agar plate and incubated overnight. Films were made the 
next day and stained by Gram’s method, and strains which 
did not show the typical morphology of the staphylococcus 
were discarded. The piates were allowed to remain on the 
bench for three days to enable pigment production to be 
recorded, and the strains were then subcultured into agar 
“stabs” and stored at 4° C. A total of 340 strains were 
isolated. 

All strains were then examined for the production of 
coagulase, using the tube technique as described by 
Gillespie (1943). This test was used as the sole criterion 
of potential pathogenicity, as earlier work has shown it 
to be the simplest and most reliable single test for patho- 
genicity among staphylococci. Of the 340 strains examined 
83 (24.4%) were found to be coagulase-positive. 


Carriage of Staph. pyogenes 
The details of carriage of the 83 strains of Staph. 
pyogenes among the 50 individuals are shown in Table I. 


TaBLe 1.—Carriagé of Staph. pyogenes Among 50 Healthy Adults 


No. %, of % of 
Site of Carriage of Whole 3 
Carriers Group Carriers 
Nose My 20 40 64-4 
Throat 9 18 29-0 
Saliva 2 4 64 
Face 14 28 45-1 
Hand 7 14 22:5 
Chest 9 18 29-0 
Abdomen 7 14 22:5 
Back 2 4 64 
Leg 4 8 12:8 
No. of carriers 31 62 

Nose or throat only .. 10 20 32-2 
Skin only és 7 14 22-5 
Combined nose or throat or saliva and skin 14 ola 45-1 


On each of nine sites in five individuals there were isolated 
two different strains cf Staph. pyogenes as judged by 
colonial appearance. 

The findings shown are similar to those of Williams 
(1946), who surveyed a comparable group of 50 students 
by sampling the nose only, together with 11 skin sites, 
using somewhat similar cultural methods. There is, how- 


Mepicat 
who are not simultaneous nasal and skin carriers, jp qpults. 7 
series, of the 17 persons from whom Staph. pyogenes ported 
isolated from either skin or nasopharynx, but not fy d of si 
both, in 10 (58.8%) the organism was found in the ng Of the 
pharynx only and in 7 (41.2%) on the skin only. Williqghere OF 
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however, found among 19 such persons that only 3 (157 
were nasal carriers, while 16 (84.3%) were skin carrie 

The numbers examined in both series are small and 
discrepancies are possibly due to the fact that Will 
examined 11 skin sites but not the throat and saliva, whey 
we studied six skin sites but also examined the throat 
saliva. 

Penicillin Resistance 

The 83 coagulase-positive strains isolated in the ab 
investigation were next examined for penicillin resistg 
using in the first instance the ditch-plate method wj 
concentration of 10 units of penicillin per ml. of aga 
the ditch: 15 strains (18%) were found to be resis 
by this method. 
’ These strains were next retested by the serial dil 


method in broth, using serial dilutions of penicillin ies ; 
0.5-ml. amounts of broth. The inoculum was one W + 
(0.02 ml.) of a 1 in 100 dilution of a 24-hour broth cultg “8 B 
Our results are shown in Table II. »416) ‘ 

Il.—Degree of Penicillin Resistance ble to i 


No. of Times More Resistant than the 
Oxford Staphylococcus 


128 
64 


No. of Strains 


The 15 resistant strains were carried by six mem 
of the group studied. One of the six subjects (REE) 
found to be carrying on a number of sites two strai 
Staph. pyogenes differing in their colonial appearance. 
strain (R2), occurring on two sites, had a resistance 
times that of the Oxford staphylococcus, and the 
(R1), occurring on three sites, had a resistance 32 ti 
greater than that of the Oxford strain. It is imp 
without the help of methods of identification, such as 
logical or phage typing, to decide whether these two a 
ently different strains are in fact different or whether 
represent mutants from a single parent strain. 

Only one (LUM) of these six persons had ever 
penicillin treatment ; he once had some penicillin loz 
Details of the carriage are shown in Table III. 


TasLe III.—Carriage of the Penicillin-resistant Strains Isolate 
Sites 
Carrier 
Nose | Throat Saliva | Face Hand | Chest | Abdomen| Back || 
LUM Ss Ss Ss R R 
PER Ss R Ss Ss 
No. of | 
carriers 3 3 3 1 2 1 “ot 
' k, W. 


The carrier rate of resistant strains among 50 healthy adults is 12%, that 
31 healthy carriers of Staph. pyogenes 19-4%. 
R = Resistant strain. 
S = Sensitive strain of Staph. pyogenes. 
RI and R2 = Strains isolated from same individual with marked differen 
of resistance. 


Discussion 


‘In the 50 healthy adult males investigated ‘the rated fuses 


ever, some disparity between our findings and those of ‘distribution of carriage of Staph. pyogenes were simige', am 


Williams concerning the prevalent site of carriage in those 


to those found by earlier workers in groups of heil#® '* * 
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Tiers, sid lts. The foregoing observations are comparable to those 
pyogenes ygported by Williams (1946) in a group of the same number INFECTED HANDS TREATED WITH 
Dut not fad of similar occupation. j SYSTEMIC PENICILLIN ; 


in the mg Of the group of 50 persons, 6 (12%) were carriers some- 
ly. Willighere on their persons of strains of Staph. pyogenes resis- 
nly 3 (157gnt to penicillin. This comprises nearly one in five, or 
in carriengp.4%, of the 31 persons who were carriers. 

mall and These figures are disturbingly high, although not perhaps 
hat Wiljigpexpected in view of the apparently increasing incidence 
liva, wheg penicillin-resistant strains in human infections. We are, 
e throat gpwever, not in a position to assess whether there has been 
increase in the carrier rate of resistant strains compar- 
ble to that found in the incidence of strains isolated from 
n the ahjpfections, for we have not been able to discover any pub- 
hed work in this connexion. Moss et al. (1948), who 
thod wie endeavouring during 1946 to abolish nasal carriage 
of Staph. pyogenes by the intranasal administration of peni- 
be resigifflin to 21 patients who were persistent nasal carriers, 

countered one case which yielded a penicillin-resistant 

ain and one case which yielded a partially resistant 
ain during the course of treatment. Neither of these 
ains, however, was able to produce penicillinase. 
We are able to confirm the findings of others (Kirby, 
44; Bondi and Dietz, 1945 ; Gots, 1945 ; Barber, 1947a, 
47b) that these naturally occurring resistant strains are 
ble to inactivate penicillin. 


resists 


rial dil 
Penicillin 
iS one ¢ 
roth cul 


Summary 
4 Swabs from the nose,: throat, saliva, and six skin sites of 
! ) healthy men showed a carrier rate of 62% for coagulase- 
3 bsitive staphylococci. 
I Examination of the 83 coagulase-positive strains isolated 
owed that 15 (18%) penicillin-resistant strains were being 
tied by six persons (12%). 
Among the 31 carriers of coagulase-positive staphylococci 
X mem@e carrier rate for resistant strains was thus 19.4%. 
(REE) # The resistant strains were all able to inactivate penicillin. 
) Strain The significance of the findings is discussed. 


of Strains 


Our thanks are due to Professor R. Hare for his valuable advice 

d criticism, and to the various medical students and laboratory 
"prkers of St. Thomas’s Hospital Medical School for their 
operation in this survey. 
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the Scientific Film Association has issued a useful pamphlet 
tled “ On Organizing Medical Film Programmes ” (price 1s. from 
ep 34, Soho Square, London, W.1). Notes on such 
tical details as how to arrange the chairs, making sure that 
ate fuses are readily accessible, providing a firm table for the pro- 
simiper,,and choosing colour or monochrome films are included, and 
heilg#€ 1s @ short summary of the law in relation to showing films. 


BY 
GORDON A. BARCLAY, F.R.C.S. 


Formerly Demonstrator of Minor Surgery, 
Out-patient Department, London Hospital 


In an attempt to assess the value of systemic treatment 
penicillin was given as a routine to all out-patients attending 
the Infected Hands Clinic at the London Hospital from 
November, 1946, to January, 1948. 


Method 


Systemic Penicillin. — One intramuscular injection’ of 
penicillin, 200,000 units in aqueous solution (100,000 units 
per ml.), was given each day. The only variation in dosage 
was a reduction to 100,000 units in small children and a rise 
to 300,000 units for the first two or three days of a severe 
infection with systemic reaction. 

Local Dressings.—Penicillin cream (500 units per gramme 
in an emulsifying wax and castor-oil base) was applied. 
Glycerin ‘and magnesium sulphate paste was also used 
extensively in the presence of slough and during the course 
of systemic penicillin, local chemotherapy being of little 
value in the presence of necrotic tissue. Repeated saline or 
antiseptic baths were never used, but occasionally a hyper- 
tonic saline bath enabled one to remove a dry adherent 
dressing, drain, or scab under which pus was collecting. 
The drains were sterile ribbon gauze dipped in penicillin 
cream, which achieved the effect of local penicillin with the 
minimum of difficulty. Splints were never used except in 
cases of arthritis or tenosynoviiis, because it was felt that 
the bulky dressing applied after incision, combined with a 
sling, gave adequate rest for the first 48 hours, and that 
after this time active movements were desirable. Dressings 
were done on an average every second day. 

Physiotherapy—No short-wave diathermy or dry heat 
was given. The great majority of patients did not attend 
the physiotherapy department. All cases with much slough-: 
ing of the pulp or osteomyelitis attended a class for finger 
exercises and occupational therapy. 

Incision —General anaesthesia—gas, oxygen, with occa- 
sionally “trilene *°—was used, and in many cases an 
avascular field was ensured by a rubber tubing tourniquet 
round the base of the finger. Local nerve-block with pro- 
caine was employed occasionally. Ethyl chloride spray was 
not used. 

The selection of alternate cases as controls being imprac- 
ticable, the records of the previous six months are presented 
for comparison, as well as those of six months in 1944. 

The types of infection are dealt with below. 


I. Paronychia 

Surgery.—In early cases a unilateral incision was made 
in the angle of the nail fold. Usually the incision was 
bilateral, raising a dorsal flap and removing part or all of 
the nail according to the extent of the infection. A drain 
was left under the flap for 48 hours. 

The results of treatment with penicillin are given in 
Table I. 

Conservative Treatment.—For 12 out of 134 cases no 
incision was necessary, inflammation resolving with local 
heat and penicillin. The average length of history was 
3.3 days (10 cases). 

- Operative Treatment.—Usually pus had already formed 
when the case was first seen. Incision was then’ necessary. 
A preliminary review of cases after 50 to 60 patients had 
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TaBLe I.—Paronychia 
Systemic LH. Interval* A.D. Intervalt 
Series No. of Penicillin History in . ——— 
Cases No. of Days Days No. of Mean in Standard No. of Mean in Standard 
iven Cases Days Deviation Cases Days Deviation 
I. 1944. Propamidine dressing 20 — — 20 16-45 +16-52 
Il. 1946. Local penicillin in most cases 49 _ _ 49 12-57 + 691 
Tl. 1946-7. — Local penicillin in all cases 40 — 4-13 39 10-79 + 5-08 39 15-25 +602 
IV. 1946-7. Systemic penicillin 134 4:44 4-98 125 8-68 + 3-86 122 12-72 +5-35 
* Day of incision until formation of dry scab without discharge. 
+ Day of admission until day of discharge with full epithelization and full movements. 
TaBLe I1.—Terminal-pulp Infection 
. Systemic LH. Interval LE. Intervalt A.D. Interval 
roup No. in lo. ean ean jean 
Cases Days Days of in of in of in 
Given ‘ases | Days ation | Cases Days Cases | Days 
1 1944 15 15 | 21-1 +14-6* 
2 1946 20 20 | 13-5 | + 7-47* 
3 1947 we 83 6°56 4:27 83 | 11-57|} + 7-03 57 | 16-85] + 8-71 81 | 17-43) + 967 
4a 1947. Under 30 years |. 4 51 3-70 Sit | 10-1 + 6-23 46 | 15-67) + 883 
4b 1947. 30 years and over 40 5-89 34 | 13-22) + 7-72 29 | 206 | +1Nl 
Sa 1947. History 4—7 days inclusive 38 39 =| 13-2 + 7-45 38 | 20-6 
5b 1947. History 3 days and less .. 26 27 9-62} + 617 24 | 13-7 | + 725 
6 1947. Delayed incision 22 3-0 22 8-09} + 5-18* 16 | 14-88) + 6-15* 19 | 14-41} + 5-04 
7 1947. Diabetes ve 4 9-0 4 | 23-75| +15-34* 4 | 33-5 +15-34* 4 | 41-5 | +15-29 
8 1947. Osteomyelitis 19 9-54 19 | 45-1 +16-98* 13 | 60-9 | +23-3* 13. | 74-4 | +26-2° 
9a 1947. Osteomyelitis: under 14 days’ penicillin 10 8-21 10 10 | 53:8 +16-88* . 
9b 1947. Osteomyelitis: over 14 days’ penicillin 9 20-1 9 9 | 35-3 + 633* 
* Standard deviation for small series of cases. 
t Day of incision till full epithelization with separation of all crusts and scabs. 


been discharged showed little difference in the results in 
all but severe cases. It was therefore decided to omit 
systemic penicillin from the treatment of mild cases (Series 
Ill); these are compared with a Jarger group containing 
all cases treated with systemic penicillin, weighted by a 
larger proportion of severe cases (Series IV). Series III 
gave both longer incision-drying (I.H.) and admission- 
discharge (A.D.) intervals, which in the case of the I.H. 
interval would have occurred only 1 in 100 times, and in 
the case of the A.D. interval 1 in 33 times, through chance. 
- Thus the milder cases, instead of showing shorter intervals 
as would be expected, gave slightly longer intervals. In 
comparing the “ controls ” with cases treated with systemic 
penicillin the difference is statistically significant for Series 
Il, but though the difference is larger in Series I the greater 
variation gives a | in 25 possibility of the difference being 
due to chance. 


II. Uncomplicated Terminal-pulp Infection 


The results of the penicillin treatment of this series are 
given in Table II. 

Surgery.—Hockey-stick or bilateral through-and-through 
incisions were made with division of all longitudinal fibrous 
septa in each case. The horseshoe or crocodile-mouth 
incision was not used, the functional end-result being poor. 

Conservative Treatment.—In cases with a short history 
of pain (1-4 days) and only one or two nights’ loss of sleep, 
and where on examination it was thought that pus had not 
yet formed, incision was delayed, systemic penicillin, kaolin 
poultices, and some analgesic being the only treatment. To 
these cases must be added a number in which there was 
some contraindication to immediate operation. Twenty- 
seven cases were treated in this way. Five of these resolved 
without pus formation and 22 had incision one or more 
days later (mean 1.64 days). The incision was often limited 
to part of the terminal pulp without division of all fibrous 
septa, as in many cases a well-marked localization had 
occurred within the terminal pulp and general swelling and 
tension of the pulp had subsided. As can be seen from 
Table II, all the intervals measured are shorter than in the 
main penicillin-treated group. The difference of 3.48 days 


in the LH. interval would have occurred only 1 in 100 time 
as a matter of chance ; the significance of the other diffe: 
ences is less than this. The mean length of history in thi 
group (No. 6) was only 3.0 days as compared with 4.27 fi 
all cases (Group 3). This shorter history may be part 
responsible for the quicker healing, but at least it seem 
clear that delayed incision did not delay healing and did m 
result in complications causing prolonged disability. 

Operative Treatment.—Table H shows that penicilli 
treated cases for 1947 had the shortest period of disability 
The difference between the 1947 series and that of 1946. 
not statistically significant, but the difference between 19 
and 1947 would occur only 1 in 100 times. through chane 

Age.—Cases fell into two main groups, those under | 
and those 30 years and over. As can be seen from Table 
these two groups show a difference of 2.19 days in leng 
of history ; this is statistically significant. The differe 
in the I.H. interval (3.12 days) would occur only | in 1 
times through chance and the A.D. interval (4.93 da 
1 in 15 times through chance. 

Length of History—Arranging cases into two groups 
those with a history of three days or less and those with 
history of four to seven days—there is an increase 
disability in the latter group of 6.9 days in the A.D. interva 
which is statistically significant. Those cases with mo 
than seven days’ history gave much longer periods of di 
ability—23 days for the I.H. interval and 30 days for th 
A.D. interval. It seems clear that the younger age grou 
have a shorter history and a shorter period of disabili 
the shorter history being at least one if not the main fact 
in lessening the time of disability. 

Final Movements and Functional Result—tIn only of 
case was there limitation of movement on discharge ; th 
was only 10 degrees limitation of flexion. Some loss ( 
function due to paraesthesia or anaesthesia of the scar al 
destruction of the pulp in cases of gross sloughing 
however, relatively common. 
appear rapidly, especially after compensation. 

Incidence of Complications—No case of arthritis, oste 


myelitis, or tenosynovitis arose during penicillin treatm 
except one possible case mentioned under osteomyeliti 
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INFECTED HANDS TREATED WITH SYSTEMIC PENICILLIN 


1. Terminal-pulp Infection with Osteomyelitis of the 
Terminal Phalanx 

Diagnosis ——Bony infection may be immediately demon- 
strable by radiography in late cases, or the diagnosis may 
be one of suspicion only, confirmed later by radiological 
evidence. The three factors of Bolton et al. (1947)—length 
of history, amount of tissue necrosis, and previous inade- 
quate incision—are helpful in diagnosis. To these can be 
added age of patient and the typical bulbous appearance 
of the terminal phalanx. 

Length of History.—In 78 uncomplicated cases with a 
mean of 4.27 days’ history only three gave a history of 
eight days or more, while of 19 cases of osteomyelitis with 
a mean of 9.54 days’ history only three gave a history under 
a week and five gave exactly a week’s history. Thus a short 
history. does not exclude bony infection, nor does a long 
history necessitate it. 

Age of Patient—As has been shown in uncomplicated 
cases, patients under 30 have shorter histories and a shorter 
disability. In cases of osteomyelitis only two out of 19 
(10.5%) were under 30, while 59.5% were under 30 in the 
uncomplicated cases. In this series only those showing 
radiological signs of osteomyelitis are included: cases of 
suspected osteomyelitis never proved radiologically are 
included under uncomplicated cases. 

Surgery.—This was identical with that of uncomplicated 
cases. Sequestrectomy was never performed until definite 
radiological evidence was at hand, unless a sequestrum was 
seen lying free at the primary operation for incision of the 
pulp. 

Cases (see Table II) are divided into two groups: the first 
10 cases (Group 9a) received penicillin for less than 14 days 


(mean 8.2 days), the second group of 9 (Group 9b) received 
it for more than 14 days (mean 20.1 days). This change 
was due to the realization that a week of systemic penicillin 
was not controlling cases satisfactorily. Though the num- 
bers are small the difference of 18.5 days in the I.H. interval 
is statistically significant and the two groups appear to be 
clinically of similar severity, with a mean history of 10 and 
9 days and a mean age of 43 and 40 years respectively. 

Progressive Osteitis—This did not occur after the admin- 
istration of systemic penicillin except in one case. This 
case is not included in the figures as it received much of 
its treatment at another hospital. The extension of the 
bony infection and involvement of the distal interphalan- 
geal joint occurred a few days after cessation of the initial 
seven days’ systemic penicillin; this should have been 
avoided if penicillin had been continued for a longer 
period. 

Sequestrum Formation.—In Group 9a one large seques- 
trum was removed at primary operation and four other 
cases had small sequestra removed later. In Group 9b no 
sequestrectomy was necessary, minute pieces of dead bone 
being extruded in the dressings, while cases in which there 
was gross radiological disorganization of the terminal 
phalanx, with separation of the bone into two or more 
separate pieces, resolved without sequestrum formation, a 
somewhat deformed phalanx re-forming. 

Tenosynovitis—One probable case was seen in which 
the middle pulp space was also affected and bilateral 
incision of, the terminal and middle pulp was necessary. 
Osteomyelitis of the terminal phalanx was present, but 
there was no radiological evidence of arthritis. Final 
movement at the terminal interphalangeal joint was only 
25 degrees flexion; it is suggested that the diminished 


Taste Ill 
Systemic LH. Interval A.D. Interval 
No. of Penicillin History 
No. of Days | No. of Days| No. of Mean in Standard No. of Mean in Standard 
Given Cases Days Deviation Cases Days Deviation 
infection . 83 6°56 4:27 83 11-57 +7-03 81 17-43 +9-67 
Palmar subcutaneous infection of fingers is 43 5-54 4:41 40 11-94 +7:19 41 15-02 7-4 
Web-space infection ‘ ite 32 6-7 4-62 29 13-34 +8-16* 31 16-11 +8-03* 
Subaponeurotic infection .. 15 6-07 5-21 15 12-51 +6°81* 14 19-77 +8-8* 
Thenar-space infection By 6 5-1 11 6 13-17 +8-34* 
Dorsal infections of fingers _ we we 34 34 17-44 
* Standard deviation for small series of cases. 
TaBLe IV 
Days of Incapacity 
Incision Incision Epithelized 
ee Incision Dry Closed Incision Epithelized an 
Infection Penicillin Not Moist Full Function 
Florey and Bolton Florey and 
Barclay Williams et al. (i945) Barclay Willams Barclay 
(1944) (1947) (1944) 
None 16-5 15-5 14 
Paronychia Local 10-8 7-7 15-3 17-1 
Systemic 8-7 12-7 
: None 21-1 20-7 18 29-7 15-4 
Terminal pulp { Local — 13-5 10-8 17 23 21-7 18-9 
Systemic 11-6 17 16-9 17-4 
None 37 
Terminal pulp, with osteomyelitis Local 36 
terminal phalanx Systemic a. 53-8 
b. 35-3 14-4 
None 6 34-2 
Web { Local 13 18-8 
Systemic 13-3 16-1 
None 23 14 
Palmar space Local 26 15-7 
Systemic 
i None ec li 
Thenar space Local 18-1 
i ioe 11 13-2 
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movement was due to some tendon damage with adhesion 
formation. 
Final Result : rt 

Movements.—These returned to normal except in the 
case complicated by arthritis, the case mentioned above 
as ptobable tenosynovitis, one with 5 degrees limitation of 
flexion, and another with 20 degrees limitation. Thus, in 
general, partial destruction of the phalanx did not limit 
final movements. 

Loss of Soft Tissue and Scarring.——Greater disability 
resulted from this cause, gross sloughing of soft tissues and 
multiple incision contributing. Under systemic penicillin 
treatment the absence of long-continued discharge and its 
resultant * fibrosis and the reduction in the number of 
sequestrectomies improved the result, but there did not 
seem to be any regeneration of the soft tissues comparable 
with the reappearance of the bony phalanx. 


IV. Palmar Subcutaneous Infections of the Proximal and 
Middle Phalanges 


Four cases out of 40 subsided without incision. The 
periods of disability as shown in Table III do not differ 
significantly from those in uncomplicated terminal-pulp 
infections. 

V. Dorsal Infections of the Fingers 


Under this heading are included all dorsal infections 
except paronychia. Incision was necessary in only six 
cases, where it was limited to the release of pus under 
tension when still present after one or two days’ treatment 
with systemic penicillin. 


VI. Space Infections (Web, Subaponeurotic, and Thenar) 

The numbers seen in each group were small. The results 
do not show much improvement on non-penicillin-treated 
cases in previous periods, with the following exceptions: no 
case suitable for conservative treatment was seen in the 
subaponeurotic group, but out of 32.web-space infections 
three resolved without incision, as did four out of six 
thenar-space infections. 


VII. Acute Tenosynovitis 


A single daily dose of 200,000 units of penicillin is not 
sufficient to abort or treat all cases of tenosynovitis (see 
Case 2); once tenosynovitis was diagnosed the patient was 
admitted to hospital for more frequent injections of penicil- 
lin. Immobilization of the affected finger by a plaster slab 
was carried out for one week. 


Primary Tenosynovitis 

Case 1.—This patient had a 24-hours history of a penetrating 
wound of the fifth finger. Examination revealed tenosynovitis 
of the fifth finger and ulnar bursitis. As an in-patient he was 
given systemic penicillin, and a small incision made along the 
ulnar border of the sheath at the base of the fifth finger 
released seropurulent fluid. The wound was sutured on 
the fifth day. Haemolytic streptococcus and Bact. coli were 
obtained from the puncture wound and haemolytic strepto- 
coccus from the sheath (Bact. coli was penicillin-resistant). The 


patient defaulted while being followed up as an out-patient, but - 


when last seen he had full movement with the exception of 
10 degrees limitation of flexion of the fifth finger and slight loss 
of gripping power. 

Case 2.—Treated as an out-patient with systemic penicillin, 
200,000 units daily, for a penetrating wound *%of the base of 
‘the third finger. Signs of tenosynovitis gradually appeared, 
but were not definite until the fourth day. The patient was 
admitted for intensive penicillin, and an incision was made to 
relievé tension in the proximal end of the sheath. Seropurulent 
fluid showing pus cells ‘but sterile on culture was found. Final 
result: 5 degrees limitation of full flexion with slight loss of 


power. The patient thought there might be slight loss of func- 
tion, but compensation had not been decided. 

Case 3.—Attended as out-patient, with a history of a splinter 
in the proximal pulp of the third finger. On examination some 
cellulitis of the proximal pulp was seen ; this subsided after two 
days’ treatment with penicillin. The patient defaulted after the 
second day, to return after one month with acute tenosynovitis of 
the third sheath. Systemic penicillin therapy as an in-patient and 
immobilization without incision resulted in cure with full func- 
tion but 5 degrees limitation of full flexion. 

Case 4.—Puncture wound of the base of the third finger with 
signs of tenosynovitis, resolved with in-patient systemic penicil- 
lin therapy. Final result: full function. 


Secondary Tenosynovitis 


An early case resolved completely, while one late case 
resulted in sloughing of the distal sheath and adhesions of 
the tendon to the overlying scar with negligible movement 
at the distal interphalangeal joint and 10 degrees limita- 
tion of flexion at the proximal joint. A third case is 
mentioned under “ Osteomyelitis.” 


VIII. Acute Arthritis 


From three cases seen it was realized that arthritis may 
occur before or after penicillin treatment without marked 
physical signs, and that even if arthritis does occur a useful 
joint should be obtained with only partial loss of move- 
ment provided the cartilage has not been too grossly 
damaged. In one case cartilage destruction must have been 
considerable, as half of the distal joint surface was seques- 
trated, but limitation of extension was only 10 degrees and 


flexion 35 degrees. 


General Considerations 


Systemic penicillin treatment in the out-patient depart- 
ment has resulted in a big saving'in bed space. This is 
shown by the following figures. General surgical admissions 
to the London Hospital were 11% higher in 1947 than in 
1946, while beds available for septic cases rose from 21 to 
28. The out-patient clinic for infected hands also expanded 
by 64%. However, 37 cases of infected hands were admitted 
during 14 months of systemic penicillin treatment in the 
out-patient department, as compared with 78 in the previous 
14 months, a drop of 52%. Of the 37 cases, four or five 
were admitted unnecessarily according to present standards. 
The reduction was mainly due to a fall in uncomplicated 
but severe soft-tissue infections from 49 cases ‘to 13 and of 
osteomyelitis from nine to three ; and two of these three 
cases were diabetics admitted for stabilization. 

The reduction in pain and tissue-swelling brought about 
by systemic penicillin improved drainage and allowed many 
patients to continue work uninterruptedly except on the day 
of incision. 

Apart from paronychia, penicillin-sensitive organisms 
were isolated in all cases except one of osteomyelitis yielding 
a relatively insensitive Staph. pyogenes. Of 94 positive 
swabs taken from cases of paronychia, 15 grew pencillin- 
resistant organisms—Bact. coli 6, Proteus 7 ; Ps. pyocyanea, 
H. influenzae, and a resistant’ Staph. pyogenes one each. 
These cases took nearly three days longer to heal than the 
main group, but this is not statistically significant. -In seven 
cases penicillin-resistant organisms alone were isolated. 


Only three cases showed marked clinical resistance to treat- , 


ment: two with cultures of Proteus vulgaris responded to 
propamidine cream ; one chronic case which had previously 
received penicillin grew a resistant Staph. pyogenes but 
responded to sulphonamides. Penicillin-resistant organisms 
did not appear to be secondary invaders, as théy were found 
both in early and in late cases. 
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Discussion 


From an examination of Table IV it will be seen that 
there is no very startling difference between the non- 
penicillin- and the penicillin-treated series, but in general 


the comparison bears out the impression that penicillin . 


shortens the disability, more especially if given systemically, 
though such a comparison between different papers is not 
very satisfactory. 

Various papers read at the XXIIIrd Medico-Legal Con- 
gress in Paris (1946), for cases treated before the general 
use of penicillin, gave similar periods of disability, such as 
that of paronychia (13 days’ treatment). It was also shown 
that with advancing age there was increased temporary and 
permanent incapacity, and that the longer the time before 
surgical treatment the longer was the period of temporary 
incapacity ; this conclusion applied to infected hands in 
general and agreed with the results of terminal-pulp infec- 
tion noted in this paper. However, Bolton et al. (1947) 
found no relation between length of history and disability, 
but reported increased disability with increased age. 

Though the mean period of disability may show only 
slight diminution with penicillin treatment, it is interesting 
to see that Curr (1945) and the Medico-Legal Congress 
report spreading and gangrenous infections. It is in avoid- 
ance of these severe infections that systemic penicillin shows 
the most beneficial results. To prove that such infections 
are prevented by routine systemic penicillin would need 
very large numbers of cases. I have, however, seen infection 
extend along the finger in cases treated by apparently 
adequate incision but without penicillin, and especially in 
old and debilitated subjects. These infections have been 
easily controlled with penicillin in out-patients. The inci- 
dence of complications such as osteomyelitis, arthritis, and 
tenosynovitis is also decreased. 

With practice it may be possible to select at first sight all 
cases that are complicated or appear likely to spread and 
become complicated, but unless this can be relied upon 
routine administration of penicillin should be carried out. 

Various authors have mentioned conservative treatment, 
and Webster (1947) concluded that it was impossible to 
abort a terminal-pulp infection. Experience gained in this 
series, however, suggests that when the cases are first seen 
an attempt should be made to decide whether pus is present 
If present, incision is indicated ; if not present, 
systemic penicillin and local heat may abort or localize 
the infection. The common practice of applying heat until 
a finger is “ripe” must be condemned, as once pus has 
formed delay may result in further destruction of pulp 
tissues, and if pus has not formed resolution is possible with 
penicillin. In hospital practice few cases are seen early 
enough to abort, but in outside practice a larger number of 
suitable cases should be available. 

The method is not advised without full surgical facilities 
and daily review of cases, for, while pain is often greatly 
relieved by one or two injections of penicillin, incision may 
still be necessary. 


) Summary and Conclusions 


Systemic penicillin, 200,000 units in one daily dose, was given 
as a routine to cases of infected hands in an out-patient depart- 
ment. The results of 380 cases are analysed and compared with 
those of cases not so treated and with other published results. 

This routine did not reduce the period of disability in a 
marked degree in uncomplicated cases, cnet there was some 
definite improvement. 

It resulted in the resolution of some early cases without 
incision and did not increase the disability in cases which had 
been treated conservatively and which were subsequently incised. 


It controlled systemic reaction and spread in severe uncompli- 
cated cases. 

It reduced the period of disability and probably the incidence 
of complicated cases. 

It greatly improved the functional end-result in cases of 
arthritis and tenosynovitis. 

It resulted in a considerable saving of in-patient beds, admis- 
sion of infected hands being reduced by 52% in spite of a much 
larger out-patient clinic. 

It was found in the case of terminal-pulp infection that with 
increasing age there was a longer history of pain, a longer 
period of disability, and a greater liability to osteomyelitis. 


I wish to acknowledge my indebtedness to Mr. E. C. B. Butler 
for his encouragement and helpful criticism, to Dr. F. C. O. 
Valentine for his advice on the bacteriological aspects, and to the 
authors mentioned for their kind permission to quote theiz results. 
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URETHRAL OBSTRUCTION 
IN CHILDREN 
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CHRONIC 


Chronic obstruction of the urethra is so much more 
common in the adult than in the child that, except in 
very specialized urological practice, experience of the 
latter is usually very limited. The outlook of the general 
surgeon is thus inevitably coloured by his experience of 
adult pathology. Where long-continued obstruction exists 
in the adult, with production of advanced hydronephrosis, 
relief of the obstruction can usually do little more than 
arrest the hydronephrosis. In the child, however, repara- 
tive powers are so much more active that a very different 
picture presents itself. A gross hydronephrosis can recover 
to such an extent that subsequent pyelography will reveal 
no abnormality whatever. Furthermore, after as much as 
two years of overflow incontinence the bladder sphincters 
can regain their tone and preserve continence instan- 
taneously, as was demonstrated in the majority of the 73 
cases which form the basis of this article. 


All the patients were Abyssinian boys aged from 8 to 16 
who had suffered amputation of penis, scrotum, and testes 
several years previously, the result of intertribal raids and 
minor warfare. The boys almost invariably showed other 
evidence of the attacks they had withstood from their 
aggressors. Depressed scars of the scalp, missing fingers, 
and deep scars of the forearms were frequent. The mutila- 
tion is carried out by grasping the external genitalia, pull- 
ing out the mass of tissue, and slashing it through with the 
angled sword with which many of the Abyssinians are 
armed. One would expect that the immediate mortality 
from such injuries would be high, and this impression was 
confirmed by the accounts of native witnesses. Gross infec- 
tion of the raw surface, occurs, and this accounts for the 
extreme degree of scarring, which led ultimately to chronic 
in the cases under review. 
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CHRONIC URETHRAL OBSTRUCTION IN CHILDREN 


Amputation of penis and scrotum is a rare condition. 
In most industrial accidents of this nature the skin of the 
penis and sometimes of the scrotum is avulsed, but the 
penis itself is usually intact. Owens (1942), in an exhaus- 
tive review of the literature, found only 34 cases of denuda- 
tion, in only 13 of which was the skin of the scrotum also 
destroyed. Delprat (1944) and Lyons (1945) each reported 
a case of traumatic avulsion of the penis ; in the latter’s 
case the scrotum was also lost. Each claimed that his case 
was unique in the literature. Rodrigues (1946) reports a 
case of amputation, but devotes his article almost exclu- 
sively to the forensic aspect. Gillies (1948) records three 
cases of penile loss—two traumatic and one the result of 
phagedaena—and MclIndoe (1948) reports two further cases 
of traumatic amputation. 


First Cases 


In June, 1942, at Addis Ababa, two boys, aged 8 and 14, 
from the Empress Menin School for Orphans were sent by the 
school medical officer for advice and treatment for urinary 
incontinence, with the suggestion that there was “something 
wrong with the bladder sphincter.” Each boy presented a similar 
picture. Mutilation had taken place some seven years previously, 
and each had been incontinent for about two years. There was 
complete absence of external genitalia, the former site of which 
was occupied by a projecting irregular mass of dense scar tissue. 
From a minute depressed orifice in the scar tissue a small but 
constant stream of urine trick:ed down one or other leg. in 
each case a tense firm bladder reached the umbilicus. 

It was apparent that the boys suffered from overflow incon- 
tinence resulting from urethral stricture. It was impossible to 
introduce even the finest lacrimal probe into the opening in 
the scar tissue. A thread of fine silkworm-gut was used as a 
probe, and by a combination of rotary and to-and-fro move- 
ments it was with difficulty introduced through the stricture into 
the urethra. On its withdrawal no increased flow of urine 
resulted. Urine collected in a test-tube placed over the orifice 
showed no abnormality. “ Perabrodil ” intravenous pyelography 
was done. Superimposed circular shadows of three calices, each 
the size of a walnut on the film, testified to the presence of 
very advanced bilateral hydronephrosis in both cases. Excre- 
tion of the perabrodil was efficient; no other test of renal 
efficiency could be carried out under the conditions at that time 
existing in Addis Ababa. 

Operation.—In the elder of the two boys the whole mass of 
scar tissue was removed under spinal analgesia. It was of the 
consistency of hard rubber, oval in shape, 4 by 2 in. (10 by 5 
cm.) in extent, and over 1 in. (2.5 cm.) thick. It was difficult to 
identify normal urethral mucosa beneath the scar. A silkworm- 
gut thread introduced through the stricture was of great help 
in finding the urethra. The bladder emptied spontaneously in 
the act of transecting the urethra. The stump of penile urethra 
measured about | in. in length. It was split inferiorly, and a 
muco-cutaneous continuous suture of fine catgut was introduced 
with an atraumatic needle. There was no tension on either 
skin or urethral mucosa. An indwelling catheter was left in 
position for four days. The boy was continent after the catheter 
was removed. 

In the younger of the two boys precisely similar conditions 
obtained. In each case an irregular spiral fistulous track was 
found coursing through the scar tissue. There was no dilatation 
of the urethra between the triangular ligament and the scar. 


Further Cases 


The Empress of Ethiopia supports a school for orphans 
in Addis Ababa. Many of the boys there were in the 
same condition. From this source and from local doctors 
who sent me patients I saw 73 such cases before leaving 
Abyssinia in December, 1944. The ages of the boys varied 
from 8 to 16, and in all cases amputation had been done 
six to seven years before. Incontinence had been present 
for periods varying between a few months and two years 
or more. In most of the cases incontinence had begun 
about five years after the mutilation. 


It is impossible to estimate the proportion of cases jn 
which ultimate urinary incontinence results. The 73 cases 
here summarized were all seen because of overflow incon. 
tinence. It is certain that some cases never develop obstruc. 
tion, for in several adults in whom the condition was seen 
casually the mutilation had taken place several decades 
previously and, in spite of complete lack of medical care 
at the time, there had never been any difficulty in micturi- 
tion. Reports of such cases are rare in the literature. 


The case reported by Lyons, even after plastic repair at 
the Mayo Clinic, required regular dilatation for some time 
afterwards, whereas in Delprat’s case, in which an indwell- 
ing catheter was used and the perineal wound packed, with 
no plastic repair and considerable infection of the wound, 
no stricture resulted. In each of these cases the penis and 
urethra had‘ been avulsed at the triangular ligament. Of 
the three cases reported by Gillies two apparently had some 
degree of post-operative obstruction. Certainly in none of 
my cases did incontinence appear until something like five 
years after the original mutilation. 

In my series there was some variation in the degree of 
amputation of the external genitalia. That is to say, in some 
instances remnants of scrotal skin remained, but in only two or 
three cases was one testis preserved. In almost all the patients 
the volume of scar tissue was very great, due no doubt 
to the gross infection which must have followed the amputa- 
tion.. The length of penile urethra which remained was very 
variable. 

In one case, for example, almost 2 in. (5 cm.) of urethra 
remained, and a dilated sac, ovoid in shape, contained over 
1 oz. (28 mg.) of large faceted phosphatic calculi. In this case 
there was a minimum of scar tissue, and it was a simple matter 
to slit the dilated urethra and make a mucocutaneous suture 
2 in. long. Six months later this large artificial meatus had 
contracted down to a length of 4 in. (1.25 cm.), but the boy was 
still continent. In the majority of cases the length of penile 
urethra varied from } to 1 in. and was not at all dilated between 
the scar and triangular ligament. 

It was discovered by accident that the use of a post-operative 
indwelling catheter was unnecessary and inadvisable. Early in 
the series one of the boys removed his catheter on the day of 
the operation ; four hours later he was still continent. It had 
been noticed, as expected, that the indwel!ing catheter in previ- 
ous patients had caused some erosion and superficial suppura- 
tion of the suture line. Thereafter no indwelling catheter was 
ever used, and the boys were completely continent immediately 
after operation. Following micturition, which occurred only 
four or five times a day, swabbing the suture line and drying 
it with spirit resulted in rapid aseptic healing. It seemed a 
surprising thing that after two or more years of gross obstruc- 
tion and overflow incontinence prolonged enough to cause 
hydronephrosis the bladder sphincters could regain their func- 
tion instantaneously. Equally striking was the disappearance 
of the hydronephrosis, to be referred to later. In no case was 
there urinary infection. 


Late Results 


The immediate results were good in all cases operated on, 
complete continence being established at once. The later results 
were less satisfactory. In several of the earlier cases great 
contraction of the artificial meatus occurred, and dribbling of 
urine reappeared after about six months. Second operations, 
with a more generous slitting of the urethra posteriorly and 
a resultant longer line of mucocutaneous suture, were per- 
formed in these cases, and it became abundantly apparent that 
in all cases slitting of the remnant of penile urethra as far 
back as possible was very necessary in order to secure the 
longest possible line of mucocutaneous suture. Of equal impor- 
tance was the minimizing of post-operative fibrous-tissue for- 


mation by the meticulous removal of all scar tissue at the - 


operation and the securing of primary union by the avoidance 
of post-operative indwelling catheters and keeping the wound 


dry. 


After these procedures were adopted late results appeared to | 


be uniformly good. The period of follow-up was too short 


MEDICAL JOURNAL 

in 
the 
art 
all 
hav 
tior 
: to 
suc 
I 
the 
liga 
the 
the 
tine 
wee 
to. 
side 
: bra 
viol 
cert 
cha 
a st 
mo: 
the 
Iv 
fort 
still 
occ 
Cc 
arti 
exc 
wer 
tior 
rer 
A 
of 
ren 
all | 
and 
cha 
tior 
arti 
alle 
: in 
suc 
fun 
tior 
In 
abc 
ext 
a 
slig 
tior 
cen 
bac 
: hin 
I 
cas 
wit 
per 
| 
or: 
kid: 


a tients 

doubt 
mputa- 
iS very 


irethra 
d over 
is case 
matter 
suture 
is had 
yy was 
penile 
tween 


rative 
rly in 
lay of 
had 
previ- 
ypura- 
r was 
iately 
only 
rying 
led a 
struc- 
cause 
func- 
rance 
> was 


1 on, 
sults 
great 
ig of 
ions, 
and 
per- 
that 
far 
the 
por- 
for- 


the 


ance 
und 


d to. 


hort 


Jan. 29, 1949 


CHRONIC URETHRAL OBSTRUCTION IN CHILDREN Mee, 181 


in many of the cases, however, and it is quite possible that 
the ultimate results are less satisfactory. Contraction of the 
artificial meatus certainly seemed to be a continuous process in 
all cases, but fortunately in most of the boys it appeared to 
have ceased before the orifice became pin-point and obstruc- 
tion recurred. But as it required five years for obstruction 
to occur after the original mutilation perhaps at least this 
period should elapse before a plastic repair is pronounced 
successful. 

In only one case has complete failure to be recorded. Here 
the stump of penile urethra projecting beyond’ the triangular 
ligament was very short. Slitting of the urethra was out of 
the question, and mucocutaneous suture transversely around 
the short stump of urethra was all that was possible. Con- 
tinence was maintained for only six months, and thereafter 
weekly dilatation of this post-operative stricture was necessary 
to preserve continence. Several plastic procedures were con- 
sidered in this case, but none was ever tried out. 

Should an attempt have been made to lay open the mem- 
brahous urethra, with a long suture line to a skin tube pre- 
viously constructed for the purpose? Apart from the almost 
certain risk of damage to the external sphincter I felt that' the 
chances of resultant stricture were very high, and should such 
a stricture have occurred its regular dilatation would have been 
more difficult and probably more painful than dilatation of 
the existing stricture at the triangular ligament. At that time 
I was not aware of the plastic repairs that were being per- 
formed by Gillies, McIndoe, and others, but in retrospect I 
still feel, in view of the contraction at the artificial meatus in 

_all cases, that in my hands post-operative stricture would have 
occurred at the junction of urethral mucosa and skin tube. 


Other Factors 


Cosmetic Repair.—It was felt that the construction of an 
artificial penis was not called for in those patients (ail 
except two or three) who had lost their testes, and efforts 
were directed exclusively to the cure of urethral obstruc- 
tion by the production of an artificial meatus which would 
remain patent. 

A problem which caused great anxiety was the question 
of what to do in the two or three cases in which one testis 
remained. In these cases, in which there was no penis at 
all and therefore no apparent means of sexual gratification, 
and having regard to the lack of inhibitions which normally 
characterized the life of these people, it was felt that castra- 
tion would be a kindly act. Nevertheless, it was not done. 
In retrospect I thought that was a mistake until I read the 
articles by Gillies and McIndoe, and I am now glad that I 
allowed these boys to retain their solitary testes. A surgeon 
in Addis Ababa may at some future date be able to perform 
such operations as those authors describe and restore sexual 
function to these unfortunate individuals. 

Recent Mutilation.—I saw only one case of recent mutila- 
tion, and that prior to the series of late cases reviewed here. 
In 1941, during intertribal fighting in Abyssinia, a boy aged 
about 3 years was brought to me. The whole of his 
external genitalia, including both testes, had been amputated 
a few hours before. Bleeding had been comparatively 
slight, the wound was a clean incised one, and skin retrac- 
tion had left a raw area about 2 in. in diameter. In the 
centre of the wound the stumps of the three corpora pre- 
sented. I was working in the field at the time and sent him 
back to hospital, but the parents refused treatment and took 
him away. 

Recovery of Hydronephrosis—Apart from the recent 
case referred to above, all the boys had dilated bladders 
with overflow incontinence, which had been present for 
periods of up to three years. In every case in which pre- 
operative intravenous pyelography was done (some fifteen 
or sixteen in all) hydronephrosis was evident. The dilated 
kidneys were palpable in the majority of the boys. These 
cases were seen during the war years, when supplies were 


short and great economy in the use of perabrodil was neces- 
sary. Attempts to procure a child’s cystoscope for post- 
operative retrograde pyelography failed. Consequently I 
can report only three post-operative intravenous pyelograms. 
In each of these three patients, whose pre-operative pyelo- 
grams had shown advanced hydronephrosis, the shadows 
of a slender pelvis and concave calices had replaced the 
three circular shadows of the original pyelograms. In no 
case was the kidney palpably enlarged after operation, and 
I had the impression that the three cures demonstrated by 
pyelography were typical of the other cases also. 


Summary 


After amputation of the external genitalia in boys, untreaied 
at the time and always grossly infected, overflow incontinence 
due to cicatricial contraction does not appear earlier than about 
five years ; in an uncertain proportion of cases it does not occur 
at all. 

Overflow incontinence, present for as long as two years or 
more, is relieved immediately the obstruction is removed. The 
bladder sphincters regain their function instantaneously. 

An artificial meatus continues to contract for many months 
(perhaps for several years) after operation. Indwelling catheters 
across the suture line are to be avoided at all costs. 

In the absence of urinary infection gross hydronephrosis due 
to low obstruction is curable in children. 
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NEPHROCALCINOSIS INFANTUM WITH 
HYPERCHLORAEMIC ACIDOSIS 


BY 
H. J. BOUTOURLINE-YOUNG, M.D., M.R.C.P. 


Paediatric Registrar, St. Mary's Hospital, London, W.2 


At the International Paediatric Conference held in London 
in 1933 Lightwood demonstrated post-mortem specimens 
from infants showing calcification within the renal collec- 
ting tubules. There was no abnormal extrarenal calcifica- 
tion or any sign of endocrine disease. In 1935 he described 
the clinical picture: failure to thrive, anorexia, vomiting, 
constipation, and pronounced hypotonia. A trace of albumin 
and a few leucocytes or epithelial cells were usually found 
in the urine. The previous suggestion of Putschar (1929) 
and of Thatcher (1931) that hypervitaminosis D might be 
the explanation of such a clinical picture with renal calcifica- 
tion was rejected. In a female infant with these clinical 
features Lightwood, Maclagan, and Williams (1936) demon- 
strated an acidosis which persisted for weeks. 

Lightwood (1946) recorded a further case in an infant. 
The clinical features were similar to those he had previously 
described, and at necropsy the kidneys showed deposits of 
calcium both within and external to the renal collecting 
tubules. 

Butler, Wilson, and Farber (1936) described persistent 
dehydration, hyperpnoea, hyperchloraemia, and diminished 
alkali reserve in four cases. Large deposits of calcium were 
observed post mortem both within and adjacent to some 
of the renal collecting tubules. Their patients were 
dehydrated in spite of a satisfactory fluid intake, and 
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there was no abnormal extrarenal loss of fluid. Anderson 
(1939) described renal calcification found at necropsy in 31 
children dying from various causes. In most cases the 
calcification was in the cortex. In only two of his patients 
was the clinical picture similar. to that described by 
Lightwood and, later, by Butler, and in both of these the 
calcium deposits were in the medulla. 

In Lightwood’s cases there was slight decalcification of 

_ the bones but no rickets. Albright et al. (1940) reported the 
‘ease of a 13-year-old girl with rickets, dwarfism, massive 
calcium deposits in the pyramids of the kidneys (seen radio- 
logically), hyperchloraemia, and lowered serum bicarbonate 
level. Both he and subsequent observers (Baines et al., 
1945) have described impairment of concentrating power 
of the kidneys in such patients. He suggested that the 
‘underlying cause was an inability of the kidney to make 
ammonia and to excrete acid radicals, and this he attributed 
to a tubular defect. He further postulated an increased 
loss of calcium through the kidneys, where it acted as a 
base to help in the excretion of excess acid radicals. He 
also suggested a secondary hyperparathyroidism to meet 
the tendency to a low calcium level (with subsequent hypo- 
phosphataemia and low-phosphorus rickets). 

The syndrome described in 1936 by Fanconi is a different 
condition. Here, in small children, rickets accompanies a 
persistent acidosis due to excess of organic acids in the 
blood and there is a hypochloraemia with glycosuria. 

In a paper read before the British Paediatric Association 
at the Annual Conference of 1948 M. E. MacGregor made 
a further considerable contribution. Of 25 cases of nephro- 
calcinosis detected at post-mortem examination 18 had a 
clinical picture similar to that described by Lightwood. In 
the histological examination of the kidneys of 230 children 
aged up to 2 years who did not die from primary renal 
disease medullary calcification was found in 17 cases. Six 
of these were similar clinically to those described by 
Lightwood. 

The following is an example of nephrocalcinosis infantum 
with hyperchloraemic acidosis. 


Case Report 

A white male infant aged 54 months was admitted to Pad- 
dington Green Children’s Hospital on July 16, 1947, with a 
history of refusal to take the bottle, listlessness, constipation 
for six weeks, and vomiting for three weeks. He was a full- 
term child of normal delivery, weighing 74 Ib. (3.4 kg.), and 
was artificially fed. His weight at 4 months was 15 Ib. 10 oz. 
(7.08 kg.). There had been some exposure to sun. Two 
other children, aged 4 and 7, were alive and well. 

On examination he was apathetic but not dehydrated ; skin 
light brown ; weight, 13 Ib. 4 oz. (6 kg.). No abnormalities 
were found in the respiratory, nervous, and cardiovascular 
systems or in the throat and ears, but the blood pressure was 
not recorded on admission. The urine (clean specimen) con- 
tained a trace of albumin, but no cells. Culture revealed 
coliforms + +. 

Three days after admission frequent vomiting began with a 
fever, and the infant became dehydrated. The fluid balance 
was restored with intravenous saline and glucose. There was 
no response to sulphonamides, which were given with a pro- 
visional diagnosis of urinary infection (not confirmed). During 
the period of 2} months of observation in hospital the infant 
became dehydrated on several occasions for no obvious or for 
only a slight reason. The urine throughout was passed in 
adequate amounts with a specific gravity nearly always ranging 
from 1008-1012. The blood pressure, first recorded ten days 
after admission, remained between 125/80 and 135/90 mm. Hg. 
A test with the same sphygmomanometer upon a _ healthy 
infant of the same age gave 90/50. Constipation was a con- 
stant feature. The weight steadily decreased, reaching 11 Ib. 
4 oz. (5.1 kg.) by Aug. 22. The right ear now began to dis- 
charge. 


The general condition declined until, on Oct. 8, the 


infant died of bronchopneumonia. The skin pigmentation 
noticed on admission persisted although the infant was not 
exposed to the sun. Two teeth which appeared showed 
mottling of the enamel. 

Blood Counts.—July 29 : R.B.C., 3,300,000 ; W.B.C., 
(P. 37%, E. 1%, L. M. 2%); Hb 

Urine.—Trace of albumin, increasing to moderate amounts, 
present throughout. The urine was constantly alkaline, but 
an unrecorded amount of citrate was being given. A few 
white cells were inconstantly seen. 

Renal Function—July 22 : Blood urea, 61 mg. per 100 ml. 
(some dehydration). July 23: An intravenous pyelogram 
showed poor concentration of dye ; nothing seen above bladder 
at 3, 10, and 30 minutes; dye first seen in bladder at 30 
minutes. July 27: a concentration and dilution test showed 
impairment. The infant was moderately dehydrated. Urine 
collected prior to intravenous drip was clear; albumin +; 
S.G., 1010. Isotonic saline and dextrose were now transfused 
and dehydration was relieved. After eight hours a further 
specimen of urine showed S.G. 1012. It was concluded that 
there was impairment of the concentrating power of the kidney. 
July 28: Again a pyelogram showed that the concentration 
was not sufficient for visualization of the renal tracts above the 
bladder. July 29 : Blood urea, 36 mg. per 100 ml. 

Biochemistry —July 25 : Serum calcium, 10.4 mg. per 100 ml. 
Sept. 25 : Whole-blood chloride, 596 mg. per 100 ml. (normal 
450-550 mg.). Oct. 7: Plasma CO, combining power, 
41 vols.% (normal 54 vols.); plasma phosphorus, 6.1 mg. 
per 100 ml. (normal 3-5.5 mg.). 

Radiology.—July 23 : The bony structure of the long bones 
appeared normal. July 25: A barium enema showed elonga- 
tion and dilatation of the sigmoid loop. 

Post-mortem Findings.—Heart : Slight enlargement left ven- 
tricle. Lungs : Bronchopneumonia. Parathyroids : Not found. 
Ears : Pus in middle ears. Kidneys : Normal in size and 
shape ; section revealed material like small bristles which stood 
up in the pyramids, giving a gritty sensation when cutting. 
No calcium deposits were found elsewhere in the body. 
Radiographs of the kidneys showed radio-opaque speckling in 
the area of the pyramids. 

Analysis of Kidneys——The calcium salts present were mostly 
phosphates. A small portion of dried kidney gave 7.7% ash 
and 0.7% calcium (normal 0.1%, according to Magnus-Levy, 
1910). 


16,000 


Histological Report 

Examination under low-power magnification (x 24) of sec- 
tions cut in various planes through the kidney revealed a 
scattering of minute clear-cut deposits of material staining 
deeply with haematoxylin. These deposits were confined to 
the medulla, and were most plentiful towards the bases of the 
pyramids and much sparser towards the tips. | The larger 
deposits had a radial disposition, following the lines of the 
medullary rays. With higher magnifications these deposits, 
which were confined to the region of the collecting tubules 
and gave a positive reaction for calcium with von Kossa’: 
stain, varied from fine granules of about 5 » in diameter 
up to aggregations as large as 1 mm. by 0.25 mm. Most fell 
within the range of 50 to 200 ». The smaller deposits were 
more or less homogeneous; the larger were surrounded’ by 
condensed connective tissue, in some cases well developed, with 
a good deal of collagen, while in others only a thin broken 
ring of reticulin could be seen. Connective-tissue fibres inter- 
laced through these larger deposits, breaking them up into 
smaller particles. In the zone of reaction one or two foreign- 
body giant cells could frequently be seen. In between the 
les'ons there was much tubular disorganization in a background 
of increased connective tissue. 

In the face of such a degree of disorganization of tubular 
structure it is difficult to suggest the exact site in which calcium 
deposition may have begun. By using silver impregnation to 
make clear the basement membrane of the tubules, it appeared 
that the very smallest deposits were actually in the tubular 
wall, distorting the epithelium and projecting into the lumen. 
But without further study no exact statement can be made 
about the site of initial calcification. 
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The glomeruli appeared normal; apart from the lesions 
described, the tubules were unaffected except by some post- 
mortem change. There were no changes in the arterioles and 
capillaries to account for the hypertension found in life. 

Taking into account the finding of increased calcium in the 
ash of the other kidney, the microscopical appearance is that* 
of nephrocalcinosis, and this finding agrees in all essentials 
with that in cases previously described (Thatcher, 1931, 1936 ; 
Lightwood, 1936, 1946; Butler, Wilson, and Farber, 1936; 
Anderson, 1939). 

Discussion 


The symptoms in this case—listlessness, loss of appetite, 
constipation, vomiting, wasting, and hypotonia—corre- 
sponded with the syndrome of nephrocalcinosis in infants 
described by Lightwood, and, as in many such patients, the 
urine had contained varying quantities of albumin and a 
few cells and was bacteriologically sterile or showed con- 
taminants only. The infant was often wet and the specific 
gravity of the urine relatively fixed. 

The biochemical findings resembled those observed in 
other cases except that the serum phosphorus was above 
the upper limit of normal. In the majority of the recorded 
instances the inorganic phosphorus has been low, but in 
one of the cases described by Butler it was almost equally 
high. In the present case this was a single estimation when 
the infant was feverish, and also there would be a tendency 
for the phosphorus to rise with citrate treatment, which this 
patient had received. 

The blood pressure has been taken only in a few such 
infants, and no hypertension has been recorded either in 
them or in the older subjects with renal calcification and 
hyperchloraemic acidosis described by Albright and others. 
Hypertension was, however, a feature of the present case. 
First recorded ten days after admission, the level remained 
between 125/80 and 135/90 mm. Hg throughout. Slight 
but definite left ventricular hypertrophy was recorded at 
necropsy. 

Formal renal function tests have not previously been 
recorded in these infants, but the blood urea has been 
observed to be slightly raised from time to time. In the 
present case it was possible to carry out a concentration and 
dilution test, and this showed very poor concentrating power. 
Two intravenous pyelograms revealed impairment of 
concentration. 

What, then, is the explanation of this syndrome ? Is it 
possible that there is a link between this condition in infants 

_and that seen in older patients of the type described by 
Albright and- others subsequently ? It seems unlikely that 
Albright’s explanation applies fully to infants, and future 
investigations may reveal the cause of the syndrome. 


Summary 


A case ef nephrocalcinosis infantum with chronic acidosis is 
reported. 

’ A novel feature was persisting hypertension. Some renal 
function tests not previously recorded were found practicable 
and showed poor renal concentrating power. 

A search of the literature revealed some 16 instances of 
the syndrome of listlessness, anorexia, hypotonia, failure to 
thrive, vomiting, and ready dehydration in infants, combined 
with calcium deposits in the collecting tubules of the kidney. 
In five cases there was evidence of hyperchloraemic acidosis. 
Some further examples have been described this year in a 
paper read before the British Paediatric Association. 


My thanks are due to Dr. T. Pearse Williams for encouragement ; 
to Drs. Reginald Lightwood, Philip Evans, and M. E. MacGregor 
for much helpful criticism; to Dr. J. G. Bate for the report upon the 
microscopical appearance of the kidneys; and to Dr. A. B. A. 


Anderson for the biochemical investigations and especially the kidney 


analysis. 
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Medical Memoranda 


Case of Ruptured Spleen and Torn Superior 
Mesenteric Artery 


The following case seems to be rare enough to warrant 
recording. 

Case REPORT 
-A boy aged 15 years was admitted to the Manchester Royal 
Infirmary on April 18, 1947. Half an hour previously he had been 
crushed against a wall by the lowered back of a lorry. He was pale 
and shocked and the pulse was just palpable, but no blood-pressure 
reading could be obtained. There were guarding and tenderness in 
the upper abdomen, and a transverse linear abrasion, 1 in. (2.5 cm.) 
wide, just above the umbilicus could be seen. A _ severe intra- 
abdominal haemorrhage was diagnosed, and after an injection of 
atropine and morphine the boy was sent straight to the operating 
theatre. 

Operation—An immediate plasma drip was set up while the 
patient’s blood was grouped and cross-matched. Owing to severe 
contraction of the superficial veins the plasma ran in very slowly, 
even under forced pressure. It was decided to proceed with the 
operation, and under gas-and-oxygen, with a little ether and curare, 
the abdomen was opened through an upper paramedian incision. 
The left rectus muscle was found to be suffused with blood and torn 
across; the abdomen contained about 3 pints (1.7 litres) of blood. 
The spleen was ruptured.at its lower pole and was quickly removed. 
However, there still appeared to be severe bleeding, and this was 
traced to the root of the mesentery. The mesentery had been com- 
pletely divided across from the bowel to its root, all anastomotic 
channels in the mesentery being interrupted. On further dissection 
the second jejunal artery was found to have been pulled out from 
the side of the superior mesenteric artery just below the duodeno- 
jejunal flexure. The superior mesenteric artery was controlled by 
pressure and the lateral hole sutured by a continuous fine nylon 
everting mattress stitch. The lumen of the superior mesenteric artery 
was reduced in calibre by half, but the distal ileal vessels pulsated 
satisfactorily. The transverse tear in the mesentery was sutured after 
locating the bleeding ends of the divided arterial arcade ; three incom- 
plete ruptures of the jejunum were also repaired. 

Post-operative Course——The boy made a rapid recovery from 
shock following removal of the spleen, ligation of the bleeding 
vessels, and administration of blood, of which 3 pints had to be 
given in all. The further course was stormy, as he developed some 
ileus and a massive collapse of the left lower lobe of the lung. How- 
ever, he was fit for discharge home three weeks after admission. 
He was seen recently in the follow-up clinic; he was then perfectly 
well, apart from a small epigastric hernia. 


DISCUSSION 


No doubt the correct procedure was an immediate laparo- 
tomy to stop the bleeding. Blood transfusion would probably 
have been of no avail, as the bleeding arteries and spleen were 
losing blood more quickly than it could have been replaced. 
However, the interest of this case lies in the recovery following 
lateral suture of the superior mesenteric artery itself. The only 
possible routes of collateral circulation were through the middle 
and right colic arteries and through the capillary anastomosis 
in the jejunal wall. There is no doubt that the superior mesen- 
teric artery remained patent even though reduced to half its 
calibre by the suturing. 

I would like to thank Mr. D. M. Sutherland, Honorary Surgeon, 
Manchester Royal Infirmary, for allowing me to publish this: case. 


WALTER THOMPSON, M.B., F.R.CS., 


Manchester Royal Infirmary. Surgical Chief Assistant. 
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REVIEWS 


Reviews 


OCCUPATIONAL MEDICINE 


Occupational Medicine and Industrial Hygiene. By Rutherford 

T. Johnstone, A.B., M.D. (Pp. 604; 117 illustrations, 7 in 

colour. £2 10s.) London : Henry Kimpton. 1948. 
Many aspects of occupational medicine are considered in this 
book. It includes historical and medico-legal data as well as 
descriptions of clinical syndromes and special industrial pro- 
cesses. The author stresses the need for wider recognition of the 
importance of industrial medicine both among leaders of 
industry and members of the medical profession, and presents a 
scheme for teaching undergraduate and postgraduate students. 
He emphasizes the importance of occupational hygiene in the 
field of preventive medicine. 

The book begins with a brief history of the development of 
occupational medicine as a special study. The author praises 
the early work of Ramazzini and his interest in the health of the 
worker, and pays tribute to all who have carried this work to 
its present stage. He then expounds clearly his views on the 
aims and scope of industrial medicine in the future. Chapters 
on pre-employment examination, job placement, and job anaily- 
sis indicate how some of these aims may be achieved. Discussion 
on the problems of workmen’s compensation and the medico- 
legal complexities are of limited interest to readers outside 
the U.S.A. 

The next section of the book is mainly about the hydrocarbons 
and the toxic gases. He discusses the chemistry and gives details 
of the use of particular compounds in industry. The symptoms 
and signs of intoxication are perhaps less clearly described than 
the nature of the hazard and methods of its control, but through- 
out the book complete case records are reproduced when possible 
to illustrate the main features. A discussion on thioglycollic 
acid and the thioglycollates, and also on some of the latest 
“ weedicides,” illustrates the author’s awareness of the daily 
appearance of new substances which may prove toxic and his 
wish to make all physicians similarly aware of new risks. 

Johnstone gives a full account of the toxic hazards arising 
from metals in industry. In the chapter on beryllium he draws 
attention to an important new problem, and in the chapter on 
lead poisoning he presents the varying views on the storage 
of lead and its excretion. de quotes at length from several 
authorities and gives many re/erences both on this aspect and on 
that of diagnosis. He personally has abandoned treatment of 
lead poisoning by the method of attempting to store lead in the 
bones during the acute stage of intoxication, with subsequent 
controlled “ deleading,” and prefers to concentrate solely on the 
incidental effects of lead. He describes his own method of treat- 
ment, and also gives a detailed account of the alternative pro- 
gramme. Clearly this controversy is not yet settled. 

The final section is on the dusts. Many readers will disagree 
with some of the author’s opinions. I wonder whether our 
knowledge of the effects of carbon dust is sufficient for him to 
say that “ miners reveal a greater fibrosis than that of the non- 
exposed, but it is a non-disabling fibrosis unless the carbona- 
ceous substance is combined with siliceous material.” The type 
of pneumoconiosis found in South Wales coal-miners suggests 
that this is not so. There is an unbiased discussion on the value 
of aluminium dust therapy in silicosis, and useful chapters on 
tuberculosis in industry and on the inert dusts. Descriptions of 
special industrial processes are clear and particularly well 
illustrated. He outlines the principles of x-ray diffraction and 
dust-counting methods and describes in detail the method of 
administering oxygen under pressure. 

Such statements as, “It is advisable to consult chest x-rays 
for they may reveal pathology. of varying degrees,” which 
occurs when discussing “laboratory findings” in persons 
exposed to dangerous amounts of gasoline, lack clarity. The 
reader detects at times a sense of indecision when Johnstone 
quotes at length from publications on a particular subject with- 
out indicating which idea he believes to be right. But these 
are minor criticisms of a book which contains much useful 


knowledge. 
Hunter. 


RECENT CARDIOLOGY 


Recent Advances in Cardiology. By Terence ry M.A., D.M., 

F.R.C.P., and Curtis Bain, M.C., D.M., RCP. Fourth 

edition. (Pp. 454; 27 plates and 98 Aid mente £1 4s.) 
® London: and A. Churchill. 1948. 


Nearly twenty years have elapsed since the first publication of 
Recent Advances in Cardiology by Drs. East and Bain. A 
comparison with the present edition shows how remarkable 
has been the transformation of cardiological knowledge in these 
two decades. Such rapid advances entail a risk that students 
will concern themselves with spectacular new developments while 
they are still unsure of fundamental principles. The authors 
must, of course, discuss new subjects, as the title of their book 
implies, but, building as they do on the earlier editions, they 
strike an admirable balance. 

Those seeking an exposition of familiar problems such as 
cardiac dyspnoea or the arrhythmias will find them clearly 
presented, even though the style is staccato in places. More 
advanced students will find references to such subjects as the 
newer theories of the electrocardiogram, ventricular gradient, 
cadiac catheterization, and angiocardiography. So faithfully 
have the authors expounded these developments that they have 
had not only to add to the volume but to rearrange it completely. 
The revised chapter on congenital heart disease is perhaps less 
well balanced than others. The bibliographies deserve special 
mention, for they have become extensive and informative con- 
tributions showing the evolution of each branch of the subject. 
I recommend this work without reservation to all students of 
cardiology ; the beginner and the more advanced student alike 
will find his needs met and his interest stimulated. 


K. SHIRLEY SMITH. 


IRRESPIRABLE ATMOSPHERES 


Breathing in Irrespirable Atmospheres, and, in Some Cases, also 
Under Water. By Sir Robert H. Davis, F.R.S.A. With foreword 
by Sir Leonard Hill, F.R.S., LL.D., M.B. (Pp. 386; fully 
illustrated. 25s.) London: The Saint Catherine Press. 


This new book is intended primarily for lay readers, particu- 


larly for those who use the many types of breathing apparatus 
described. The author describes fully the problems of altitude 
flying, war and industrial gas poisoning, fire fighting, mine 
rescue, and resuscitation. In most sections he discusses 
severally the evolution of each problem and the develop- 
ment of the various types of apparatus to cope with it. The 
resultant mixture of history, physiology, technical problems, 
and description of apparatus is in the tradition of Sir Robert's 
previous book, Deep Diving and Submarine Operations, and, 
although not pleasing to a purist, will hold the interest of the 
reader. The physiology is simplified and therefore dogmatic. 

This book is a remarkable record of achievement in many 
fields and contains much that is of interest to.the specialist. 
There is no doubt that it will join its companion on the shelves 
of all those interested in respiratory problems. 


K. W. DONALD. 


THE RORSCHACH TEST 


Principles and Practice of the Rorschach Personality Test. By 
W. Mons. (Pp. 164. 12s. 6d.) London: Faber and Faber. 


Though the Rorschach test has become firmly established and 
is widely used in Britain, no really elementary textbook has 
been published until now, and the test remains largely in the 
hands of the expert. One unfortunate result of this is that its 
potentialities are not always realized as fully as they might be. 
The tester is seldom a clinician and so does not select his 
subjects, and the clinician does not know how to select those 
patients for whom the test can most appropriately be used. 
Both classes of reader will welcome this book. Dr. Mons gives 
an account of the theoretical basis and of the actual technique 
of the test, and provides the clinician with information about 
the indications for its use and about its limitations! He 
emphasizes the fact that this is an introduction only; he is 
writing for beginners, and does not take for granted in his 
readers any previous acquaintance with the test. He has 
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i technique of interpretation, and this he 
and The reader will have little BOOKS RECEIVED 


ribes minutely and clearly. : 
following the instructions, and will find that most 
his difficulties and questions have been answered. _ Although 
or so small a book it is remarkably comprehensive, it is by no 
eans an exhaustive description of all the theories and tech- 
iques which have grown up round the Rorschach test, especi- 
lly in recent years. It is rather an account of the views and 
ractice of one exponent, evolved by him from an extensive 
quaintance with the literature and wide personal experience. 
t is to be recommended as a most readable introduction to the 


ubject. 


esc. 
Hifficulty 1n 


ELIoT SLATER. 


SHAKESPEARE’S SON-IN-LAW 


The Shakespeare Circle. A Life of Dr. John Hall, Shakespeare's 
son-in-law, with glimpses of their intimate friends and relations. 

C. Martin Mitchell. (Pp. 116; illustrated. 12s. 6d%) 
Birmingham: Cornish Brothers, Limited. 


ohn Hall was born in Bedfordshire in 1575. He matriculated 
om Queens’ College, Cambridge, at the age of fourteen, and 
entered in the records as M.A. in 1597. He studied in 
rance, but he did not take a medical degree and was generally 
nown as Master John Hall. It is suggested that an ecclesias- 
al licence gave him his qualification and he settled in Strat- 
ord-on-Avon to practise medicine about the year 1600. He 
harried Susanna, Shakespeare’s daughter, in 1607, the year f 
production of The Life and Death of King Lear and his 
hree Daughters, and in 1610 they moved into New Place to 
e with the poet. Susanna died in 1649, fourteen years after 
t husband. Her epitaph, its quality sufficient to prove that 
t father died before her, is well known: 
“Witty above her sexe, but that’s not all, 
Wise to salvation was good Mistress Hall, 
Something of Shakespeare was in that, but this 
Wholly of him with whom she’s now in blisse. . 


John Hall became a very successful physician whose practice 
xtended beyond Warwickshire. He refused a knighthood 
does this make him unique among physicians ?), preferring 
o pay £10 for his affront to that fount of commercial honour, 
ames I. John Hall was a great man in Stratford and both 
1617 and in 1622 he refused nomination to the Town Council 
because his work prevented his attendance.” His ultimate 
icceptance of nomination in 1632 appears to have been a 
ctical move in his violent quarrel with the Corporation, for 
le was soon expelled for “sundry other misdemeanours and 
ontinual disorders.” It is charitable, as his biographer sug- 
ests, to regard his acrimonious behaviour in these contro- 
ersies as evidence of ill-health. He died suddenly in 1635, 
ind in 1657 his friend and admirer, Dr. John Cook, of War- 
wick, published 200 of his case notes with the title Select 
Dbservations on English Bodies or Cures both Emperically and 
Historically performed upon very eminent Persons in desperate 
Diseases... . 
Mr. Martin Mitchell’s book contains all (and more) that is 
own of John Hell and gives in addition much information 
ut other relations and friends of William Shakespeare. 
D. V. HuBBLE. 


One has only to read the introduction to Physical Treatment of 
njuries of the Brain and Allied Nerve Disorders, by Miss K. M. 
Hern, M.C.S.P. (Bailligre, Tindall and Cox; 10s. 6d.) to see that the 
thor is an enthusiast. The theme of physical treatment she advo- 
tes is active work—“ activity with interest, variety, and achieve- 
ent.” She emphasizes the essential importance of rhythm, for the 
tient must do much more than slow deliberate concentrated move- 
eit with an affected limb; he must be able to exhibit co-ordination 
d rhythm. She describes the techniques of active re-education in 
tail, and they are well illustrated. She emphasizes the value of ball 
. recommending three different sizes of ball and giving clear 
ils of their use. In the chapter on apparatus she rightly points 
that, though it is. useful, its absence should be no deterrent to 
physiotherapist, who should be able to adapt and improvise. 
makes many suggestions for such improvisations. This book 
thoroughly practical. The author does not lose sight of the little 


portant things in life, and she reminds us that the spastic patient 
ld be able to handle his own money and do up his own buttons. 
Hi who are interested in rehabilitation will study the book with 
fit. 


{Review is not precluded by notice here of books recently received] 


Manual for Medical Records Librarians. By E. K. Huffman, 
R.R.L. 2nd ed. revised. (Pp. 371. $4.50.) Chicago: Physicians’ 
Record. 1948. 

The author describes library organization, methods such as micro- 
filming and card-indexing, and includes a glossary of medical terms. 


The Trial of Gozawa Sadaichi. Edited by C. Sleeman, B.A. 
(Pp. 245. 18s.) London: William Hodge. 1948. 


Describes the trial of a group of Japanese war criminals. 


Thomson-Walker’s Genito-Urinary Surgery. Edited and revised 
by Kenneth Walker, M.A., M.B., B.Ch., F.R.C.S., T.LC.S. 3rd ed. 
(Pp. 956. 60s.) London: Cassell. 1948. 


Out-of-date material has been eliminated, and new work on the 
sulphonamides, antibiotics, and mandelic acid described. 
By F. W. Tanner and F. W. Tanner, Jr. 4th ed. - 


Bacteriology. 
1948, 


(Pp. 625. 27s) London: Chapman and Hall. 


An introductoiy textbook for the student. 
Comparative Physiology. By B. T. Scheer, Ph.D. (Pp. 563. 
36s.) London: Chapman and Hall, 1948. 


A textbook for the advanced student grounded in zoology. 


Recent Advances in Respiratory Tuberculosis. By F. Heaf, 
M.A., M.D., F.R.C.P., and N. L. Rusby, M.A., D.M., F.R.C.P. 
4th ed. (Pp. 290. 21s.) London: J. and A. Churchill. 1948. 


Besides bringing the book up to date the authors have included 
new chapters on the patient’s environment and social circumstances. 


Clinical Endocrinology. By L. Martin, M.D., F.R.C.P., and M. 
Hynes, M.D., M.R.C.P. (Pp. 222. 15s.) London: J. and A. 
Churchill. 1948. 


A short textbook intended particularly for general practitioners and 
postgraduate students. 


The Development of Modern Medicine. 
(Pp. 384.. 21s.) London: Victor Gollancz. 1948 


The development of medicine is related to the intellectual back- 
ground and social history of the times. First appeared in the U S.A. 
in 1936. 


By R. H. Shryock. 


Documenta Ophthalmologica. Edited by F. P. Fischer, A. J. 
Schaeffer, and Arnold Sorsby. Vol. 2. (Pp. 461. No price.). The 
Hague: W. Junk. 1948. 

Includes papers by various authors on the electroretinogram, siderosis 
retinae, and experimental trachoma. 2 


Dietetics. By A. Nirmalasuria, M.B., B.S., M.R.C.P. (Pp. 138. 
No price.) Colombo: The Times of Ceylon. 1948. 


Intended for the school-teacher and intelligent parent. 


hysiology of the Eye. By H. Davson. D.Sc. (Pp. 45i. 32s.) 


P 

London: J. and A. Churchill. 1949. 

A textbook for the general medical student and prospective specialist 
in ophthalmology. 

Science in Films. Edited by B. Lloyd, M.Sc., Ph.D. (Pp. 238. 
15s.) London: Sampson Low, Marston. 1948. 


Includes an article on the use of films in medicine and very extensive 


references. 
2nd ed. 12.50 Swiss 


i By H. Debrunner. (Pp. 121. 


francs.) me: Huber. 1948. 
A clinical account for the general practitioner. 


Psychiatry in General Practice. By M. W. Thorner, M.D.. D.Sc. 
(Pp. 659. 40s.) London: W. B. Saunders. 1948. 


A practical account of diagnosis and treatment, with case histories. 
Treatise on Surgical Infections. By F. L. Meleney, M.D. 
(Pp. 713. 63s.) London: Geoffrey Cumberlege. 1948. 

The author discusses sterilization and asepsis, the infection of surgical 
wounds, the body’s defences, and treatment. | 
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CAUSE FOR DISSATISFACTION 


Jan. 2 


MEDICAL Journ, 


BRITISH MEDICAL JOURNAL 


LONDON 
SATURDAY JANUARY 29 1949 


CAUSE FOR DISSATISFACTION 

That there is widespread dissatisfaction among the pro- 
fession with the conditions of service under N.H.S. is 
plain from the correspondence in the Journal, resolutions 
passed by Divisions, and discussions in committees. The 
two chief points of grievance are overwork and under-pay 
—points that were stressed in the House of Commons on 
Jan. 21 when Sir Henry Morris-Jones opened a debate 
on the adjournment. “There is no doubt,” he said, “ that 
large numbers of medical men are extremely unhappy and 
very perturbed about their present position and the work- 
ing of the Act.” He considered that in the large industrial 
areas medical men had on the whole gained financially, but 
that the incomes of practitioners in residential, rural, and 
seaside resorts had fallen. He also drew attention to the 
fact that many specialists had suffered drastic reduction in 
income. He-thought that the Act would survive the present 
troubles, but that the basis of remuneration should be re- 
considered. Mr. Fred Messer, who is Chairman of the 
Central Health Services Council, said that as one who had 
day-to-day experience of the administration of the Service 
he had found complete co-operation from every section of 
the medical profession. He confirmed what Sir Henry said 
about the great hardship “being experienced by many 
general practitioners at present,” adding Jater “clearly, 
everybody knows that the situation cannot remain as it is.” 
Mr. Messer considered that six months’ experience was 
insufficient to show what major changes should be made 
in the Service. Overwork and under-payment were 
stressed by Mr. Ralph Assheton, who asked whether 
doctors might not be given more help in dealing with work 
that was strictly non-medical, such.as filling in forms and 
certificates. Mr. John Edwards, Parliamentary Secretary 
to the Ministry of Health, said that about 40,000,000 people 
had placed their names on the lists of general praciitioners 
and that out of about 21,000 practitioners 18,165 had 
entered the scheme. Out of 10,000 dentists'in general prac- 
tice 8,988 had come into the Service and had treated 
2,200,000 patients, 1,200,000 being under treatment at pre- 
sent ; more than 2,500,000 people had had their sight tested, 
and over 3,000,000 pairs of glasses had been supplied ‘or 
were on order. These figures, he observed, gave some idea 
“of the magnitude of the whole operation,’ which had 
been completely underestimated. Mr. Edwards said that 
when everything had been taken into account the payments 
to general practitioners in the scheme from the appointed 
day to March 31 of this year would amount to 
£32,500,000 ; in addition, superannuation contributions 
from the Exchequer would amount to £1,600,000 extra. 
He believed that the overall sum available would secure 
that doctors were paid in accordance with the Spens recom- 
mendations. He agreed that some sections of the medical 
profession Were now very much overworked : 


I say to the House quite seriously that when the final 
ments for the period July 5 last to March 31, 1949, have hy PEN 
made we shall then be able to see whether the remuneraj ‘or son 
of general practitioners does, in fact, accord with the 


recommendations. If it does not the arrangements will ps ha 
reviewed to see what adjustments are necessary to give ef and ha 
to those recommendations. _ esearch 


riking | 
anguine 
any 


Mr. Edwards said it was impossible to agree that 
private patient should be permitted to obtain drugs throy 
the Service, and at the same time he said he did not kp 


there 

how, except through new administrative technique, conest i 

could separate the Briton from overseas from the forall : ore 

visitor. We are therefore faced with the curious anomi 
ng 


that the British patient who wants to go privately to a dog 
cafinot obtain medicines and appliances through a Ser\ 
which he finances as a taxpayer, while the foreign visj 
paying nothing towards the Service, can get all his bend 
free of charge. This is an absurd position, especially when 
recall that one of the reasons Mr. Bevan gave the Negoigs! 
ting Committee in December, 1947, for reserving bedgpithout 
State hospitals where patients could be treated with gpr the t 
ceiling on fees was that these might be occupied by weailygf this ¢: 
foreign visitors wanting to take advantage of medical ygntibioti 
surgical skill in this country. on in b 
A Special Representative Meeting, following a spe In ass 
meeting of the “ Panel Conference,” has been called {fhe clinic 
March 29, when no doubt the dissatisfaction at the preshich 1 
terms and conditions of service will be freely discussfhe last 
It is good to know that such prominent spokesmen @ppearec 
Mr. Messer have admitted in the House of Commons tihfected 
there are grounds for this dissatisfaction and that matt kpeciali 
cannot rest as they are. Many medical men who h 
written to the Journal have severely criticized the Bri 
Medical Association, holding it responsible for met of 
that has been amiss. But, as Dr.. Dain said at ie ¢ 
meeting of the General Medical Services Committee 
other week, the Association must proceed one step ai 


nosync 
n local 


rgery | 


time on the basis of evidence. The first-fruits of poem 
procedure were the increase of the Mileage Fund fq” : 
on 0 


£1,300,000 to £2,000,000—a figure representing, - 
Mr. Edwards pointed out in the House of Commop@ling 
three times the amount available under National 
Insurance. Many critics would seem to leave out of cqemonst 
sideration the history of the negotiations that went @nost su 
between the B.M.A. and the Ministry from the time Elsewhe 
the Beveridge Report in 1942 to May, 1948. As Dr. R. $f 357 
Cockshut points out in a cogently written article in fjondon 
week’s Supplement, the B.M.A. never lost an opportutijat pen 
of declaring its whole-hearted support for a comprehensiff com; 
Service and the Representative Body made no attethe dru; 
to alter its policy in favour of 100% service. That Mhitriput 
policy represented the general wish may perhaps have ban th 
confirmed by the fact that fewer than 6,000 medical m 
and women contributed to the Fighting Fund opened 
the B.M.A: early last year after the plebiscite of Janua t 
1948. Mr. Messer has testified to the co-operation offer. 
by the profession in the working of the new Service, whit, 
makes it all the more imperative that the present wroM§t Lancer 
and injustices shall be remedied at the earliest possi pycick 
moment. But a blunderbuss prescription will not nender 
the purpose of the profession. The collection of evidet 
is proceeding, and on the basis of this remedies wil 
sought and secured. 
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PENICILLIN AND THE INFECTED HAND 
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CAL Journay 
PENICILLIN AND THE INFECTED HAND 


emunerati-or some years before the introduction of the sulphon- 


n the § mides and penicillin the surgical treatment of the infected 
nts will find had been guided and dominated by the outstanding 
oa esearches of Kanavel. The sulphonamides brought no 

riking improvement in results, and there were at first too 
e that nnguine hopes that surgical incision could be avoided or 
gs throy any rate limited in extent, but with the advent of penicil- 
Not Me, there was a fresh wave of enthusiasm and renewed 
—_ hterest in this important problem. During the last decade 
he forg r more it has been gratifying to observe how an increas- 
san Hg sense of responsibility has guided surgeons in their 
," Ses eatment of infected hands. It was gradually appreciated 
en visig4t Kanavel’s teaching could not bear fruit with the hap- 
Lis bend azard organization of the average hospital, nor could 


y whengginior and inexperienced resident staff, however enthusi- 
stic, be expected to produce more than mediocre results 


ae ithout expert supervision. The setting-up of special clinics 
1 with qr the treatment of infected hands was the natural outcome 
»y wealiigt this experience, and it is fortunate that the advent of the 
edical ygntibiotics should have coincided with improved organiza- . 


on in hospitals. 

a speif In assessing the merits of any new method of treatment 
called {fhe clinician must pay careful attention to the many factors 
he prewhich may influence his interpretation of the results. In 
discussie last few years a number of important papers have 
esmMen@ppeared on the subject of penicillin treatment of the 
mons ti#hfected hand, and results have improved remarkably, 
it Matthcnecialiy in the more serious cases. In acute suppurative 
vho h nosynovitis Florey and Williams' reported favourably 
1¢ Brigg, local penicillin treatment combined with the classicaé 
Wpe of surgical incision. -At a later date several workers 
bund that the best results Were obtained by minimal 
step af rgery and adequate systemic penicillin treatment.* * Fre- 
uent injections of penicillin in effective doses have permitted 
ind fr limited form of surgery tantamount to simple decompres- 
ting, po of the synovial sheath, and this has resulted in rapid 
ommof ling and has accelerated functional recovery. 

1 Heag In less Severe infections it has been more difficult to 
+ of c@lemonstrate the advantages of penicillin treatment, though 
went @nost surgeons have been impressed by some of the results. 
time Elsewhere in this issue Mr. G. A. Barclay reports a series 
ir. R. Pf 357 cases treated at the infected hands clinic of the 
> in tiiondon Hospital ; few would disagree with his conclusion 
ortunifat penicillin has improved the results of treatment in cases 


ehensi complicated felon, and he makes but modest claims for 
atthe drug in the less severe cases. The results obtained are 
hat #itributed to the use of systemic penicillin, but it would 
‘ve Ofeem that Mr. Barclay has used local dressings of penicillin 
a ‘i ream as a routine in all cases where there was no necrotic 


anual ue. Many would question the value of a single daily 
Intramuscular injection of 200,000 units of aqueous penicil- 


. will solution, though this somewhat empirical method appears 
wron 2 Lancet, 1944, 1, 73. ' 

Cruickshank, C. N., and Harrison, S. H., ibid., 1947, 2, 606. 
possili§ Pilcher, R. S.. quoted by Butler, E.C.B., in Penicillin, 1946, edited by Sir 
ondon. 


Ibid , 1947, 
British Medical Journal, 1948, 2, 933. 
9 Proc. Mavo 4% 5 1947, 22, 567. 

* Lancet, 1948, 1, 777. 
4 


forgotten. 


to be quite widely used in this country. Florey and Williams 
used with success local penicillin treatment alone in both 


. mild and severe infections, and it seems possible that in 


Mr. Barclay’s series the local penicillin cream may have 
been as efficacious as the systemic injections. 

It is difficult to adjudicate on this subject, and, while it 
would be unjust to say that a single daily intramuscular 
injection of penicillin is of little value, it should be remem- 
bered that there is as yet no published work which 
demonstrates the relative merits of this technique and more 
orthodox methods of penicillin treatment. Bolton, Catch- 
pole, and Jepson* have reported a series of cases of pulp 
infections treated with penicillin powder locally and twice- 
daily intramuscular injections of 100,000 units. They noted 
no significant improvement in the uncomplicated cases, 
although, like Barclay, they thought this method valuable 
in cases complicated by bone infection provided treatment 
was continued for two weeks or more. Webster’ was not 
impressed by the results obtained in cases treated by the 
local application of penicillin combined with injections 
given by the “ one-shot” method, and when the drug was 
administered in a delaying medium of beeswax and oil he 
did not find that bacteriostatic concentrations were main- 
tained in the blood even when 250,000 units was given. The 
much more satisfactory blood concentrations attained by 
using procaine penicillin have recently been reported in the 
Journal by Jones and Shooter,* who confirmed the original 
work of Herrell and his colleages.” It would be of great 
interest to study a series of cases of infections of the hand 
treated by this preparation, both alone and combined with 
local penicillin therapy. The doubtfully adequate systemic 
methods used to date have not produced uniformly con- 
vincing results, particularly in the case of simple felons, 
although they may have been of value in modifying or 
aborting cellulitis and in aiding the control of infections 
which involved the bone. 

Preoccupation with the problems of penicillin treatment 
should not cause neglect of further fundamental principies 
in the treatment of hand infections. Pilcher and his col- 
leagues® have recently stressed the importance of immobili- 
zation, and while systemic penicillin treatment may permit 
some relaxation of this measure its value should not be 
Pilcher has also emphasized the dangers of 
too early incision and has advocated delay until pus has 
certainly localized ; this advice has not found wide support 
in the case of pulp infections but should at least be accepted 
as a reasonable warning against indiscriminate and untimely 
incision. The use of heat locally has tended to fall from 
fashion. Hand baths are positively harmful, but dry heat 
applied in the form of short-wave diathermy may be of 
some value. However, the benefits of the latter are some- 


-times fully offset by the disturbance of dressings and 


interruption of immobilization, while the physiotherapy 
department is probably better employed in restoring func- 
tion to those patients who have had more severe infections 
with delayed healing. 

In conclusion, it may be wise to repeat that certain 
aspects of systemic penicillin therapy still require illumina- 
tion. This is not to deny the undoubted value of penicillin 
wisely and properly used, but the present need is for further 
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careful ‘nate of groups of cases treated with voielilin: 
particularly with the latest preparations, and it may well 
be that we shall then look askance at some of the methods 
of systemic therapy which are at present in vogue. 


= 


NEW RHEUMATISM CENTRES 


The South Western Regional Hospital Board has approved 
a scheme for the treatment of rheumatic diseases drawn 
up by its Rheumatism Subcommittee. A main treat- 
ment and research centre of 400 beds, 200 being for 
research purposes, will be set up at Bath; there will be 
treatment centres of 20-40 beds at various places including 
Gloucester or Cheltenham and Taunton, and diagnostic 
centres with 10 beds at Bristol, Yeovil, and other places. 
Peripheral clinics will be established at a number of the 
country towns in the area. A director of the service is 
expected to be appointed shortly. 

The Leeds Regional Hospital Board has submitted to the 
Minister of Health a similar scheme for a diagnostic, treat- 
ment, and research centre at Harrogate. It involves the 
purchase of three hotels, the extension and improvement 
of the Royal Bath Hospital, and the setting up of a school 
of physiotherapy. The development will cover five years. 
The first stage in the programme will be the reconditioning 
of the Royal Bath Hospital. The total number of beds to 
be provided is 900, where about 8,000 patients a year 
may be accommodated. The patients will be selected at 
clinics which already exist or are being developed in nine 
Yorkshire towns, and additional clinics are likely to be 
established in five others. The Roya! Baths themselves, 
which are owned by the corporation and where 1,000 
ambulant cases a day can be treated, will not be taken 
over. One of the three hotels, the Harlow Manor, will 
be equipped with laboratories and research facilities. !t 
will be an annex to the Royal Bath Hospital and will have 
accommodation for 100 patients and staff. The school of 
physiotherapy will be developed in co-operation with Leeds 
University and the board of governors of the teaching hos- 
pital, and may be either a separate entity at Harrogate 
or part of the existing school at Leeds General Infirmary. 
The scheme is described in a brochure which was presented 
to Mr. Bevan when he visited Leeds on Dec. 8. Its impor- 
tance is not enhanced by the lavishness with which it is 
set out. While paper is so difficult to obtain it seems an 
extravagance for anybody—even a regional hospital board 
—to present its ideas on 32 large art pages of which many 
are only half-filled and two entirely blank. 


AETIOLOGY OF ERYTHEMA NODOSUM 


The aetiology of erythema nodosum is still a matter of 
considerable debate, and a debate in which the various 
proponents urge their views with much vehemence and 
often with little regard for alternative theories. From the 
discussions, however, there are emerging certain fairly 
definite views. Perhaps the most important of these is that 
there is no single cause for erythema nodosum, but that 
it may result under the right conditions from a variety 
of infections. In different countries and at different age 
periods different infections are most common. In children 
in Scandinavia! it seems to be rare for erythema nodosum 
to occur except in association with a primary tuberculous 
infection. In this country, while primary tuberculosis is 
the precipitating factor in about 70% of children, it is rela- 
tively uncommon as a cause in adults, in wh whom infection 
1 Wallgren, A., Lancet, 1938, 1, 359. 


2 Perry, C. B.. ” British Maeeal * Journal, 1944, 2, 843. 
3 Favour, C. B., and Sosman, M. C., Arch. intern. Med., 1947, 80, 435. 


‘to travel to and from their work are often the cause 6 


— 


with a streptococcus more often appears to Com 
responsible.* In the San Joaquin Valley of Californig oF 4 
_on the other hand, the “ bumps,” as it is known localh H 
nearly always results from infection with the Coccidiojg and 
immitis. they 
Favour and Sosman* have recently reported their finding 204 
in 155 cases of erythema nodosum in Boston ; 102 of gm the | 
patients were adults. They found a marked seasonal pega bOUT 
in the late winter and early spring, with a maximum ing Whic 
dence in January, and they confirm the well-known fag i™PT 
that in children the sexes are nearly equally affected (60: spaci 
of the cases being girls), while the majority of adults affect@ P2™@ 
are women (86% ). In this series tuberculosis was uncommeg i™MPT 
as an antecedent infection, but 80% of the patients pag 20US 
had an associated respiratory: infection in the immedia§ 7i™¢ 
past, and from half the patients whose throats were swabbey Cte 
haemolytic streptococci were recovered. In 10 of gg tow? 
patients who had chest radiographs taken enlargement  Aatle 
the hilar shadow was found on one or both sides, but thy POP 
authors were not prepared to regard this as evidence gg Dev¢ 
tuberculosis in the absence of any signs of subseque 
calcification. This, however, is probably not sound, sing ™USt 
it is clear that not all cases of tuberculous adenitis hag 48° * 
by calcification. Neither did they accept the view that t It 


radiological changes in the lungs in some cases might {ep '° be 

due to sarcoidosis. Nevertheless, rare though erythemg 24 

nodosum may be in this interesting disease, there is no douiig facto 

that it does sometimes occur. not ¢ 

In the majority of-the adults, but in only one-third 
si 


the children, migratory polyarthritis was part of the clini 
cal picture, and in some of the adults similar attacks ¢ of pe 
polyarthritis without erythema nodosum had occurred 
to twenty years before. The belief that erythema nodosun 
is a manifestation of acute rheumatism dies hard in thy 
country, yet despite the frequency of fleeting joint and lim 
pains Favour and Sosman could find no evidence that ther 
is any close relationship between the two diseases. In fac, 
they conclude quite categorically that erythema nodosun 
is not a form of rheumati¢ fever. At the present timg Starte 
acute rheumatism, acute nephritis, erythema nodosum, aml that i 
Henoch-Schénlein purpura are all associated with th safety 
“ post-streptococcic state.” Favour and Sosman’s pape 
stresses once again the great importance in the causatio 

of many diseases of individual predisposition and constit 
tion—the diathesis of our forebears—as compared wit The r 


consu 
tainec 


the infecting or precipitating factor. fotme 
exper! 

TOWN PLANNING AND HEALTH caper 

The planning of new towns and of developments of ol ‘sap 
towns is now going ahead in various parts of the country ae 
The lay-out of new towns was discussed at the recen vom 
Public Health and Works Congress at Olympia, but little nite r 
was said about health in relation to the planning ; it seemed Aysiagg 
to be considered sufficient that a health centre should b! poe ¢ 
provided and certain residences on housing estates alld atom 
cated to doctors, nurses, and’ other health workers. A rete 


a discussion organized recently by the Planning Forum iq. th 
London the subject of health and planning received mo « cheaea 
thorough consideration. Dr. R. S. E. Schilling pointe 
out the importance of the relation of industrial to residentia 
areas. In large cities the long distances which people ha¥ 


a rare 
record 
damas 


more fatigue than the work itself and expose the work 
to the risk of infection and of accident. If smoke, fume 
and noise could be reduced there is no reason why industrial 
and residential areas should not be brought more clos 
together and the distances travelled by the worker con 

siderably shortened. More care should be taken to ensur@’ 
that suitable work is available for that section of every 
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ears to hy community which is in some degree handicapped by age 
Califorgi§ or disability and yet is capable of useful effort. 
mn localh Housewives, the largest occupational group in the country 
ccidioid§ and the least regarded, should be given conditions in which 
they can do their work without strain. Day nurseries 
ir finding and nursery schools are helpful, but better planning in 
02 of gg the home and in the relation of the home to the neigh- 
onal ped bourhood is required. The floor space in the new houses 
num ind| Which are now being built by local authorities is an 
1own fal improvement on pre-war standards, but houses still more 
ted (60) spacious are needed for the comfort and happiness of 
ts affect Parents and children. More space, of course, calls for 


improved heating, but this is a reform well overdue in 
house-building in this country. In a recent letter to The 
Times the chairman of the National Corporation for the 
Care of Old People mentioned that the planning of new 
towns offered an opportunity for the building of houses, 
flatlets, and _residential clubs specially designed for old 
people. It is encouraging that the chairman of the Crawley 
Development Corporation in a subsequent letter in the same 
newspaper emphasized that those who plan new towns 
must undertake research into the social problems of old 
age if they intend to do their job properly. 

It ought not to be too much to expect that the industries 
to be located in new towns should be as varied as local 
conditions will permit and that an optimum size for a 
factory be laid down. As Dr. Schilling pointed out, it is 
not enough to eliminate dirt, ugliness, and squalor from 
an industrial environment: human feelings must be con- 
sidered. The very large factory employing many hundreds 
of people can be a lonely, barrack-like place. In the view 
of the Planning Forum a community of, say, 40,000 to 
50,000, with an industrial population of 16,000, ought to 
have full responsibility for its own industrial health service, 
which should be closely integrated with the public health 
services. Specialists at regional level should be available for 
consultations and to see that adequate standards are main- 
tained. Moreover, an industrial health service should be 
started as soon as large-scale building begins, in order 
that it may provide in the first instance for the health and 
safety of the builders themselves. 
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CIRRHOSIS AND COLITIS 


The relationship between nutritional deficiency and certain 
forms of hepatic disease is now well established both in 
experimental animals and in man. It is therefore to be 
expected that cases of hepatic insufficiency might be found 
with unusual frequency in association with conditions such 
as ulcerative colitis which grossly interfere with alimentary 
function and hence with nutrition. Reports of such associa- 
tion have appeared from time to time," * especially in recent 
years® * since attention has been drawn to the effects of nutri- 
tion on liver injury. In most of the published reports the 
attempt to relate the cirrhosis or other hepatic lesion to the 
coexisting colitis is most unconvincing. Each report is based 
on very few cases, only fifteen having been published to date 
in the British literature. Moreover, colitis is by no means 
a rare condition, and it is doubtful whether the figures 
recorded really indicate a higher incidence of hepatic 
damage in patients with colitis than might be expected to 
occur as a result of chance association alone. Thus Tumen 
aaall and his colleagues’ found only five cases of cirrhosis in a 
fumepeemes of 151 cases of colitis, an incidence of 3.3%, whereas 


dustrial} 1 Bargen, J. A., Ann. intern. Med., 1929, 3, 335. 
clos 2 ‘eo Oy W., Bargen, J. A., and Morlock, C. G., Med. Clin. N. Amer., 


1089. 
xr CONS * Ann. intern. Med., 1947, 26, 542. 
. 4 J. Bowman Gray Sch. Med., 1947, &, 155. 
ensure . W. B. Saunders Co., Philadelphia. 
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~5 Gastro-Enterology, Vol. 3, 1946, W. 
© Spec. Rep. med. Res. Coun., Lond., 1948, No. 263. 


Tumen* had himself previously -found cirrhosis in 1 to 
6% of cadavers at routine necropsies. Johnson’s* two cases 
of hepatic insufficiency revealed by liver function tests were 
found among 25 cases of colitis, an incidence of 8%, but 
no confirmation of actual cirrhosis was sought either by 
biopsy or by peritoneoscopy. 

A curious and fallacious argument has been followed 
by both Johnson and Tumen. They point out that cirrhosis 
found in association with colitis differs in its age and sex 
incidence from ordinary cirrhosis, being commoner ‘in 
women and occurring at a younger age. They therefore 
conclude that the colitis has been responsible for the 
development of the cirrhosis, a conclusion that completely 
overlooks the fact that since colitis: has this same age and 
sex incidence any disease associated with it by chance will 
of necessity share these same characteristics. ; 

There can be little doubt that gross hepatic cirrhosis 
recognizable clinically or at necropsy is not a frequent fin@- 
ing in cases of ulcerative colitis, despite the state of chronic 
malnutrition that is so conspicuous a feature of the con- 
dition. This once again emphasizes the fact that cirrhosis 
is not the result of simple starvation or of insufficient 
feeding but the consequence of a dietary imbalance, a 
conclusion also reached by Waterlow® from his recent work 
on fatty cirrhosis in the West Indies. In the experimental | 
animal cirrhogenous diets do not lead to severe emaciation 
but to fat accumulation in the depots and the liver. As 
severe emaciation is rarely associated with a fatty liver the 
rarity of the association of cirrhosis with colitis becomes 
more understandable. Moreover, the persistence of severe 
fatty infiltration for at least several months is probably 
necessary before a nutritional cirrhosis is established, 
whereas colitis is a notoriously intermittent disease in 
which the slight liver lesions resulting from one relapse 
may completely disappear during the next remission. 


TESTOSTERONE AS A TREATMENT FOR 
PREMATURITY 


The effect of male hormone on the nitrogen metabolism 
of eunuchoids and castrates has been investigated by a 
number of workers, and a recent report of Shelton, Varden, 
and Mark? indicates that testosterone might be of thera- 
peutic use in the management of premature infants. A 
series of 74 babies all under 2,000 grammes was divided 
into three groups : one a control, one in which the infants 
received 5 mg. of methyl testosterone daily by mouth, and 
a third in which the infants received 4 mg. of testosterone 
propionate intragluteally each day. The time taken to 
regain the birth weight and subsequently to reach a weight 
of 2,500 grammes was observed. All the babies receiving 
testosterone regained their birth weight quicker than the 
others, but in the group of babies which weighed 1,000 
to 1,500 grammes at birth the time taken to reach 2,500 
grammes did not differ greatly between those treated and 
the controls. In the group between the weights of 1,500 - 
to 2,000 grammes, however, the babies receiving testosterone 
reached the weight of 2,500 grammes more quickly than the 
controls. No significant differences were observed between 
the results obtained with testosterone propionate and methyl 
testosterone. Four sets of premature twins provided the 
most fully controlled group in the series, one twin being 
used as a control and the other receiving testosterone. In 
every case the infant under specific therapy gained weight 


_ more rapidly than his twin. 


The explanation of these observations would seem to lie 
in the fact that urinary nitrogen is diminished when 


1 J. clin. Endocrinol., 1947, 7, 708. 
2 Ibid., 1942, 2, 715. 
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testosterone propionate and methyl testosterone are admini- 
stered, and at the same time the nitrogen.is not raised in 
the plasma or faeces. It is presumed; therefore, that the. 
diminished nitrogen loss has some significance in relation 
to the anabolic functions of the body. These drugs also 
seem to produce a diminution in the urinary volume. The 
result of their administration is an increase in growth and 
muscle hypertrophy. Animal experiments indicate that this 
will take place only in cases where there is a deficiency of 
the male hormone and that over-saturation will not produce 
.any further increase in the growth process. This view is 
borne out by the rapid acceleration of the growth process in 
premature infants during the early days of treatment and the 
noticeably diminishing effect of testosterone as the babies 
develop their normal physiological activities. Shelton and 
his colleagues, who do not of course suggest that the use 
of male hormone can in any way replace the accepted 
methods of treating premature infants, did not observe 
that testosterone caused any toxic reactions or interfer- 
ence with bone growth, and they refer to the work of 
Gordon and Fields,” who found no instance of premature 
closure of the epiphyses or of stunting of growth after 
treating pre-pubertal and adolescent boys for long periods. 


ADAPTATIONS TO PHYSICAL TRAINING 


It is a characteristic of living organisms that they react 
towards a disturbance or change of environment in a 
manner tending to neutralize the effect of the change upon 
the organism. The property is not definitive, however, partly 
because purely inorganic systems may display a slight degree 
of automatic compensation, but also because living organ- 
isms can sometimes be observed to react to a disturbance in 
a manner that, so far from preserving stability, may actually 
make matters worse. In spite of such exceptions, however, 
the self-stabilizing quality of living organisms is shown in 
many ways. A point of great importance is that the 
response to a disturbance may be, and often is, an amplified 
response. Two examples may make this clear. A beaker 
of water has a slight degree of temperature stability, in that 
the cooling effect of evaporation partly offsets the heating 
effect of a bunsen burner underneath. But this “ response ” 
is only partial. A constant-temperature animal, on the 
other hand, can secrete water on to its surface for evapora- 
tion to a degree which completely offsets the heating of the 
environment. The survival of a man in dry air at 37° C. 
depends exclusively on this response, for the basal metabolic 
rate cannot be lowered far, and indeed is actually higher 
in such surroundings than in air of somewhat lower tem- 
perature. The response to the environment is an amplified 
response. A hive of bees in their winter cluster responds 
to lowered environment temperature by an outburst of 
wing-flapping activity which does not merely lessen the 
disturbance but actually reverses the temperature change 
induced by the environment. 
This ability of living organisms to make amplified 
responses carries with it the risk that a response may be 
* over-amplified, and this has an obvious bearing in pathology. 
It is now 50 years since Welch! recognized the fact that 
pathological “ responses ” commonly have no survival value 
for the diseased organism and may even increase the likeli- 
hood of fatal termination. Pathological adaptations, which 
lack, as Welch wrote, “ that co-ordinate and special fitness 
we are accustomed to find in physiological adaptations,” may 
in fact range from “ over-amplification "—due perhaps to 
partial disorganization of the response mechanism—to a 


in Pathological Processes (re-edited with introduction by Flexner, 
|, Baltimore. 
2Brit. J. phys. Med., 1948, 2, 2. 


random and irrelevant “ response ” towards some new and 
unprecedented disturbing agent. 

In a recent paper entitled “ A Medical Theory of Gym. 
nastics ” Jokl’ has emphasized the distinction that must be 
drawn, not between the adaptive responses of sick and 
healthy 'people, but between the response of an individual 
to a disease-provoking agent and his response to physio- 
logical stimuli. Apparently purposeful “adaptations to 
physical training,” he writes, “take place irrespective of 
whether or not the organism is healthy.” Such adaptations 
he classifies as “structural, dynamic, or integrative,” and 
they are strictly responses to the training—that is, they 
improve the body’s ability to cope with exercise and must 
not be expected to increase resistance to all disease or to 
have any influence upon immunological mechanisms. 


PARA-AMINOSALICYLIC ACID IN TUBERCULOSIS 
In 1940 the biochemist Bernheim! made the observation 
that the oxygen uptake of the tubercle bacillus was stimu- 
lated by the two simple substances benzoic acid and 
salicylic acid. This finding led Lehmann? to investigate 
a large series of related compounds in the hope of dis- 
covering a substance which had a bacteriostatic action 
against the tubercle bacillus. The most active was 
p-aminosalicylic acid, which in a 10° molar concentra- 
tion in a medium containing virulent tubercle bacilli 
caused up to 75% inhibition of growth. Lehmann showed 
that p-aminosalicylic acid was not toxic, and was tolerated 
by ‘rats when given in quantities which constituted 5% 
of the daily diet. He also tested its value clinically by 
applying it locally to tuberculous abscesses and by giving 
it by mouth to patients with raised temperatures; he 
observed that the temperdture fell and that there was 
clinical improvement. In this country Davis* has described 
the chemical properties of p-aminosalicylic acid and the 
specificity of its bacteriostatic action on the tubercle 
bacillus, and Martin and his colleagues* have devised a 
simple method of making the substance and have con- 
firmed Lehmann’s opinion of its clinical value, especially 
in tuberculous empyema. Erdei and Snell® have also 
reported encouraging results. 

Results in small series of cases are sometimes misleading, 
and the evidence of the curative value of p-aminosalicylic 
acid has been placed on a firmer basis by the observations 
of Feldman, Karlson, and Hinshaw’* in guinea-pigs. They 
inoculated a group of males with a human type tubercle 
bacilli, and six weeks later all were seen to be sensitive 
to an intracutaneous injection of tuberculin. Seventeen 
animals were then treated with p-aminosalicylic acid, given 
as 4% of the diet, while twenty animals were kept as 
controls. Treatment lasted 119 days, and at the end of 
this period sixteen out of the twenty control animals had 
died. Of the seventeen treated animals only eight had 
died. Further, the lesions in the control animals which 
survived were severe, as they were in all but one of those 
which had died earlier. On the other hand, the lesions 
were severe in only three of the eight treated animals 
which died, and it was difficult to account for the death 
of the other five. Lehmann had said earlier that guinea- 
pigs tolerate aminosalicylic acid badly, but Feldman -and 
his colleagues seem disinclined to believe this. Howevet 
that may be, they state that their evidence shows that 
the power of p-aminosalicylic acid to influence favourably 
a tuberculous infection in guinea-pigs is unmistakable. 


1 Science, 1940, 92, 204. 

2 Lancet, 1946, 1, 15. 

3 Mon. Bull. Min. Hith, 1948, 7, 109. 
4 Nature, 1948, 161, 435. 

5 Lancet, 1948, 1. 791. 

6 Proc. Mayo Clin., 1947, 22, 473. 
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FIRST L.C.C. HEALTH CENTRE 


FIRST L.C.C. HEALTH CENTRE 
WOODBERRY DOWN SCHEME 


The London County Council this week approved plans sub- 
mitted by its Health Committee for the building of the first 
of London’s health centres and the first centre in the country 
to be approved by the Minister of Health. The centre is to 
be erected on the Council’s estate at Woodberry Down, Stoke 
Newington. Under one roof will be brought ante- and post- 
natal clinics, a child welfare clinic, a school treatment. centre, 
facilities for other local health services, and for general practi- 
tioner and dental services. It will be run in. unison with the 
hospital and specialist services provided by the North-East 


Model of L.C.C. Health Centre, Woodberry Down 


Metropolitan Regional Hospital Board. Separate consulting- 
and waiting-rooms are proposed for six doctors. In addition 
to the ordinary consulting-room accommodation there will be 
a minor operation unit, similar to that in the out-patients’ 
department of a hospital. Other accommodation will include 
rooms for specialists, a sterilizing-room, a doctor’s laboratory, 
with a small drug store attached; and it is also proposed to 
have in attendance a laboratory technician who will be under 
the control of the pathological laboratory in the district. The 
doctors will be asked to form a rota for night duty, and there 


will be sleeping accommodation for the night-duty doctor. . 


There will also be a common-room where the doctors and 
medical staff of the clinics will be able to forgather and main- 
tain the link which is essential if clinics are to work with N.H.S. 
doctors in an integrated service. 

It is also proposed to have an x-ray department for both 
general medical and dental examinations, and clerks, nursing 
attendants, and receptionisis will be available for the doctors 
and dental surgeéns working at the centre. It was stated by 
Mr. I. J. Hayward, the leader of the Council, at a Press confer- 
ence on the subject, held before the Council’s decision, that the 
doctors would be able to work separately, with an assistant, or 
in partnership. The partnership arrangement was preferred by 
the L.C.C. so that they could pool their resources. The patients 
would have, the right to see which doctor they liked, except that 
in an emergency their own doctor might not be available. 
Doctors would also be free to make their own arrangements 
with their patients. Doctors and dental surgeons would be 
charged what an official of the Council described as an 
“uneconomic rent” for their accommodation at the centre. 

Other features of the centre will be a remedial exercise and 
a child-guidance unit. A day nursery will be built separately 
from the centre but on the same site. Accommodation for 
ophthalmic examination and treatment and an “ orthoptic 
room” are planned. 

_ The Health Committee of the London County Council con- 
Siders that a neighbourhood unit for health centre purposes 
should embrace a population of about 20,000. Eventually 162 
such centres will be available in the county. At present, how- 
ever, only one centre is planned for each of the nine divisional 
areas. This arrangement is considered important because it 
fits into the school plan for London, and the divisions for 
health purposes coincide with those for educational purposes. 
Existing premises will be adapted for health centres in the 
divisions. 

The cost of providing the comprehensive health centre at 
Woodberry Down is estimated at £187,275. This figure does 
not include the transfer value of the site or the cost of equip- 
ment. Mr. Hayward told the Press conference that his Health 
Committee believed that it would be the finest health centre in 
the world and might well be the prototype for others in London 


elsewhere. 


RECRUITMENT AND TRAINING OF 
MIDWIVES. 
WORKING PARTY’S REPORT 


The working party appointed by the Minister of Health, the 
Secretary of State for Scotland, and the Minister of Labour, in 
April, 1947, to inquire into the reasons for the shortage of 
midwives, including in its investigations the problems of recruit- 
ment, training, and wastage, published its report’ on Jan. 28. 
Describing the midwife as “the practitioner of normal mid- 
wifery,” the report urges that she should attend the mother and 
baby for at least a month after delivery. So that midwives 
should have some hand in shaping that part of the National 
Health Service with which they are concerned, it is recom- 
mended that a maternity services committee, composed of 
obstetricians, general practitioners, and midwives, should be 
set up in each hospital region. 

It is suggested that there should be a common basic training 
for nurses and midwives, followed—in the case of midwives— 
by a year’s specialist training with a revised and improved 
curriculum. Basic training should include at least a four weeks’ 
period in obstetrics. Except for certain special posts there is 
no need for a midwife to be a State Registered Nurse ; but until 
the new training can be adopted only State Registered Nurses 
should be trained as midwives. Existing holders of the S.C.M. 
qualification without a nursing qualification should be eligible 
for all midwifery appointments. Schools of midwifery, with 
finance and administration separate from the hospital system, 
should be set up. Pupil midwives should have student status, 
and there should be obligatory refresher courses for all 
practising midwives. 

Ranks and Duties 


All maternity units of 50 or more beds should be in the 
charge of an independent matron; units of 30 ,to 49 beds, 
a superintendent midwife with the rank of assistant matron ; 
units of fewer than 30 beds, a departmental midwifery sister. 
The creation of a new rank of senior sister is recommended 
for those unwilling to give up contact with patients for advance- 
ment on the administrative side. On the district every local 
health authority should appoint as non-medical supervisor of 
midwives a certified midwife. ‘ 

The report goes on to recommend that a survey should be 
made of the distribution of midwives, with inducement pay- 
ments to attract them to understaffed areas. The number of 
cases a midwife should deal with should be reduced by i953 
to 55 a'year in urban areas instead of 66.4, which was the 1944 
average. Except for certain senior ranks the “ straight duty ” 
system should be adopted for institutional midwives, and for 
domiciliary midwives off-duty times and adequate reliefs should 
be ensured by grouping. Other recommendations include cars 
for domiciliary midwives ; option to live out for institutional 
staff ; and time off for travel and study. Houses should be 
provided for established midwives, and hostels for junior and 
pupil midwives. 

Allowing for the changing age structure of the profession 
and the proposed reduction in the case load, recruitment in 
England and Wales must be increased from 1,790 (the annual | 
average during 1944-7) to 2,100 newly qualified midwives a 
year by 1953. Special steps should be taken to attract recruits 
from the 30-45 age group, and part-time workers should be 
encouraged. 

The working party considers that the limited means of 
analgesia at the midwife’s disposal place her at a distinct dis- 
advantage in the face of the growing public demand for rela- 
tively painless childbirth. It is suggested that the Medical 
Research Council should be asked to set up a committee to — 
find a more effective method of analgesia for use by midwives. 
“ Without the addition of this weapon to her armamentarium, 
the midwife cannot play her proper part in the health team. 
Furthermore, until this problem is solved the swing away from 
domiciliary confinement will continue.” 


‘Report of the Working Party on Midwives. H.M. Stationery 


Office. Price 2s. 6d., post free 2s. 9d. 
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Midwives and Doctors 


The report includes a postscript on the status of the midwife: 
“When this report was actually in the press our attention was 
drawn to many complaints both from medical officers of health 
and midwives that general practitioners giving maternity service 
under Part IV of the National Health Service Act are tending 
to take over the whole of antenatal care as well as relegating 
midwives to the status of maternity nursés. In some cases 
midwives are not seeing patients until they go to deliver them. 
Furthermore, pupils are getting no opportunity to see antenatal 
care. 

“ This is entirely contrary to the development of the maternity 
services as outlined to us by representatives of the Health 
Department and as envisaged by us. . . . We recognize that it 
is right that a general practitioner should accept his full responsi- 
bility for his patient but not that he should exclude his partner, 
the midwife, whose function is, we should have thought, well- 
established and clearly recognized. Moreover, as already 
stated . . . we are convinced that it is not possible for the 
present number of doctors to take over complete responsi- 
bility for all maternity work in addition to their other commit- 
ments, even if this were desirable. As we have said, however, 
we do not consider it in the patient’s interest for either party 
to monopolize the case. They should work as a team. We 
hope that prompt administrative action will be taken to stop 
this new and unwelcome trend which could wreck the structure 
of the midwifery services.” 

The working party argues that the assets and liabilities of 
doctor and midwife are complementary and that the arrange- 
ment under the new Health Service, with the two working in 
partnership, may prove to be a good one. It will be suc- 
cessful, however, only if both parties recognize their partnership. 
A review of the working of the maternity services in three to 
five years’ time is recommended to ensure that this partnership 
is being maintained and that “ there is no danger of the midwife 
being ousted from her proper place.” 

The report reveals that of the 74,219 women on the English 
Roll of Midwives at March 31, 1947, only 17,095 had notified 
their intention to practise in 1946. The working party find 
that many practising midwives are greatly overworked and 
that the shortage is due to nurses taking the midwifery qualifica- 
tions without intending to practise ; to the unsatisfactory nature 
of the present course of training; to the high rate of examina- 
tion failure ; and to lack of promotion prospects. 


Reports of Societies 


CHELSEA CLINICAL SOCIETY 


The fourth dinner meeting of the session was held on Jan. 11 
at the South Kensington Hotel, S.W.7, with the president, 
Mr. Nils Eckhoff, in the chair. “ Radioactive Isotopes in 
Treatment” had been chosen as the subject for a discussion 
which was conducted by Professor D. W. Smithers and Pro- 
fessor W. V. Mayneord, the latter demonstrating apparatus of 
a new and advanced type developed for the detection and esti- 
mation of radiation. The clear handling of the subject matter 
was the more appreciated by members in view of its novelty 
and its potentialities in diagnosis and treatment. A discussion 
followed in which Drs. Joekes, Jarman, Findlay, and Sir P. 
Manson Bahr joined, and the speakers replied. 


Sir Thomas W. Phillips, Permanent Secretary of the Ministry of 
National Insurance, retired from the public service on Dec. 31. 
The Minister of National Insurance, with the approval of the Prime 
Minister, has appointed Sir Henry D. Hancock to succeed him, and 
Sir Geoffrey King to fill Sir Henry Hancock's place. Sir Thomas 
Phillips has been Permanent Secretary of the Ministry of National 
Insurance since its establishment in November, 1944, and was 
previously Permanent Secretary of the Ministry of Labour and 
National Service. Sir Henry Hancock, who is 53, has been Deputy 
Secretary of the Ministry of National Insurance since 1945, and was 
previously Deputy Secretary at the Ministry of Supply. Sir Geoffrey 
King has been in charge of the Industrial Injuries and Family 
Allowances Schemes in the Ministry of National Insurance since 1946. 


| Correspondence 


Second Thoughts on Proguanil 


Sir,—In the leading article under the above title (Jan. 15, 
p. 106) it was stated that complaints of loss of appetite, reduc- 
tion of weight, and lack of energy had been received from some 
of those who had taken proguanil for considerable periods, 
Reference was made to an article by Schmidt, Hughes, and 
Smith,’ who had reported similar signs in the rat, and to three 
papers published in a recent issue of the British Journal of 

Pharmacology which “ have shown that there i is almost certainly 

a pathological basis for these symptoms.” The reviewer went 
on to say that loss of appetite is a matter of moment for 
Europeans stationed in tropical areas, and that for Africans 
it is most undesirable that they shall take for long periods 
a suppressive antimalarial which may reduce still further their 
already inadequate intake of food. 
* One of the outstanding advantages of proguanil is that owing 
to the extremely wide margin between its effective and toxic 
dosage it is particularly suitable for prophylaxis in general and 
for both prophylaxis and treatment among indigenous popula- 
tions of malarious countries. A single-dose treatment of 300 mg 
for the clinical attack and a single weekly dose of 300 mg. for 
prophylaxis have been widely adopted in India, Malaya, and 
parts of Africa for village dispensary practice and for use 
among labour forces and indigenous Cerancinnt employees, 
with excellent results. 

In an extensive series of field trials carried out in India under 
my direction in 1947 there was never any indication that the 
administration of proguanil had any adverse effect on the 
digestive system. Afridi,? who reviewed these trials, drew 
attention to the fact that many of the more intelligent patients 
remarked on the feeling of well-being following the taking of 
the drug. My own experience of a limited series of cases 
treated at Horton tends to confirm this observation. Large 
numbers of British troops have been taking 100 mg. of proguanil 
daily for the prophylaxis of malaria over extended periods, and 
no reports suggesting an adverse effect on the appetite have yet 
been forthcoming. 

A study of the literature cited by your reviewer reveals the 
following points: 


1. The experiments of Schmidt and his colleagues were con- 
fined to the mouse, rat, dog, and monkey. No loss of appetite 
was noted in monkeys receiving less than 20 mg. proguanil per 
kg. of body weight daily, which would correspond with a daily 
dose of 1,300 mg. in a man weighing 65 kg. The maximum} 
prophylactic dosage of proguanil recommended® for man is 
100 mg. daily for non-immune persons and 300 mg. once weekly 
for indigenous populations of malarious countries. In summing 
up their results the authors stress the point that in all the pur- 
poses for which proguanil is used it exhibits a greater spread] 
between effective and toxic doses than either chloroquin or 
mepacrine. 

2. It is noteworthy that the investigations recorded in the 
other three papers cited*** were undertaken in a search for 
a drug which would inhibit the secretion of gastric juice in the 
treatment of chronic peptic ulcer. Proguanil was selected for 
trial because of its known low grade of toxicity. As noted by 
your reviewer, the desired effect was produced in man when 
900 to 1,000 mg. was administered daily, but not with lesser 
amounts. This dosage is 9 or 10 times as great as the maximum 
recommended for malaria prophylaxis. 


It would be most unfortunate if an impression were to be 
created, on such slender evidence, that the prophylactic use of 
proguanil is likely to have an adverse effect on the nutrition of 
any population to whom it is administered—I am, etc., 


Epsom. G. COVELL. 


REFERENCES 
J. Pharmacol., 1947, 90, 233. 


Malariol., 1947, 1 1, 347. 
3 Burn, J. H., and Vane, J. R., Brit. J. Pharmacol., 1948, 3, 346. 


Vane, J. Re, J. M., and C. B. W. 
5 Doll, R 1948, 3, 352. 
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Sir,—Having recently returned from a nine months’ tour of 
East Africa, the Belgian Congo, and the Rhodesias I was par- 
ticularly interested to read the articles (Jan. 15, pp. 88 and 
91) and the leading article (p. 106) concerning proguanil. At 
this time (April to December, 1948) proguanil was coming into 
general clinical use in these territories (although Belgian doc- 
tors I encountered in the Congo seemed reluctant to try it), 
and I made a point of sounding the opinions of the many 
Government M.O.s, mine doctors, and private practitioners I met 
from Nairobi to Salisbury about it, while I myself relied for 
antimalarial protection upon the drug, which I took regularly 
during the whole of my trip in doses of 0.1 g. thrice weekly, and, 
although in numerous places where malaria is endemic I was 
frequently bitten by mosquitoes, I have up till now at any rate 
managed to avoid developing the disease. 

I found that opinions differed widely about the drug, some 
doctors saying that they had abandoned its use entirely as being 
unreliable as a prophylactic and unsatisfactory therapeutically, 
while others contrariwise were its enthusiastic protagonists ;, 
this accords with previous experience of the varying suscepti- 
bility of the various strains as well as varieties of plasmodia 
in different areas. I was struck, however, by the frequency with 
which both protagonists and opponents of proguanil commented 
on the symptoms of gastro-intestinal disturbances following its 
exhibition on an empty stomach, and I myself very soon found 
that to take the drug before meals almost invariably produced 
nausea and an extremely unpleasant epigastric pain, which, 
however, never appeared when I took it after food.—I am, etc., 


London, S.W.10. MICHAEL BOSTOCK. 


Infective Ear Disease 


Sir,—Mr. T. A. Clarke’s letter (Jan. 15, p. 111) on the treat- 
ment of chronic suppurative otitis media calls for some com- 
ment. If the object of ear toilet is to remove from the external 
canal any debris and discharge that may act as a nidus of 
infection and interfere with drainage from the middle ear, such 
treatment is most likely to be effective if carried out as often 
as the discharge reaccumulates. It is probable that the chronic 
running ear, which is the bane of so many E.N.T. out-patient 
departments, would in many cases respond to the intensive 
daily treatment which it is usually only possible to give in 
institutional practice. As Mr. Clarke points out, good results 
with conservative methods can only be expected in uncompli- 
cated cases. Otdscopic appearances, however, may sometimes 
be misleading. An antero-inferior perforation, though sugges- 
tive of simple tubal infection, may coexist with extensive 
mastoiditis. X rays, which Mr. Clarke decries, may prove of 
the greatest value in revealing or excluding latent disease in 
the cellular type of mastoid. 

It is difficult to see what benefit can arise from “ largely fill- 
ing the meatus” with powder, following ear toilet. This prac- 
tice, though often adopted, results in a hard plug which interferes 
with the free drainage which it is the object of treatment to 
promote, and may cause irritation to the meatal wall. Neither 
penicillin nor sulphathiazole has any bactericidal action against 
the organisms commonly responsible for chronic otitis media. 
It should be a sine qua non of any preparation used locally in 
middle-ear disease not only that it exerts an action against the 
organisms concerned but also that it will promote drainage and 
healing and is capable of reaching the infected area. Drops 
containing urea 20% as an organic solvent and ephedrine 1% 
in solution with an effective bactericide may be massaged into 
the middle ear after meatal toilet, and in many cases where the 
eustachian tube is patent will be tasted in the throat. 

I have recently undertaken bacteriological tests on a series 
of cases of chronic ear disease with a view to determining what 
bactericide would be most satisfactory for routine use. It was 
found that 90% of swabs grew Ps. pyocyanea, often associated 
with Proteus vulgaris and various diphtheroids. Strains of Ps. 

pyocyanea were therefore isolated in pure culture, and many 
substances, including those commonly used in the treatment of 
aural sepsis, were tested for their power to inhibit the growth 
of this notoriously resistant organism. By far the most effective 
bactericide, as demonstrated by serial dilution and by diffusion 
on agar, was found to be tinct. “merthiolate” (1 in 1,000). 
This preparation was shown by similar methods to be active 
against Proteus vulgaris. Of other substances tested only acetic 


acid 1% exerted a comparable action against Ps. pyocyanea on 
agar. It was, however, noted that mild silver proteinate (10%), 
which inhibited growth in dilution but diffused poorly on the 
agar plate, could be rendered considerably more effective by | 
the addition of a wetting agent such as “ dreft” (or one of the 
higher sulphonated alcohols) to lower the surface tension.— 


I am, etc., 
Woolwich. D. C. SHUTE. 


Sir,—I have been most interested to read Mr. Colin M. 
Johnston’s report (Dec. 18, 1948, p. 1049) on infective ear 
disease in factory employees. Conditions affecting the external 
ear have interested me for some time past, and all too seldom 
have comprehensive investigations into these painful and time- 
wasting conditions been reported. For too long a time has 
interest, both lay and professional, been lacking in attaining 
an understanding of the aetiology, pathology, and treatment of 
external ear diseases. I find myself in full agreement with the 
author, and am glad to see that he stresses more than once the 
constant care and patience that are required by both patient and 
doctor if a reasonable hope of cure is entertained. ’ 

An important point, but often forgotten, is to remove pus 
and debris from the meatus, and indeed, if this is practised 
often and thoroughly enough, a cure can be had without resort 
to any further medicaments: this applies particularly in the 
mild chronic cases. He also mentions the importance of clean- 
ing out the recess between the inferior wall of the meatus and 
the tympanic membrane, for it is here that infective debris can 
hide and be a constant source of trouble. 

A far more alert consciousness of these simple ear affections is 
required, and it is encouraging to see that the attempt to stimu- 
late this consciousness has already begun.—I am, etc., 

Halifax, Nova Scotia, GEOFFREY FFRENCH. 


Approach to the Frontal Lobe 


Sir,—Most readers will by now be acquainted with a surgical 
incision into the brain to alter the mental state of a psychotic 
patient. This technique (leucotomy or lobotomy) and its 
results have been discussed in medical journals, and some of 
its aspects have been communicated to the general public by 
the daily press and wireless. 

While research workers and clinicians are still struggling to 
disentangle the results produced by present methods for leuco- 
tomy, a new access for the destruction of frontal lobe tissue 
is being recommended by Freeman in the U.S.A. A spike is 
introduced through the orbit, and by piercing the orbital roof 
of the frontal bone it causes injury to the orbital surface of 
the frontal lobe among other structures. While this procedure 
adds another “ dark approach ” to the frontal lobe, more serious 
consequences, such as a possible opening of a large frontal sinus, 
which can lead to meningitis, uncontrollable haemorrhage, 
and pushing bone fragments of the thin orbital roof into the 
brain, have to be faced. 

What predictable results can be achieved with this method ? 
Present knowledge of the frontal lobe does not as yet permit 
ef advice being given to the neurosurgeon as to whether he 
should destroy dorsal or orbital portions of the frontal lobe 
or their connexions. As long as there is not a rational basis 
for the “ older methods” the new approach can certainly not 
be defended as being better, and the possible complications 
make its usefulness highly questionable. 

It is, however, a matter of some urgency that the indications 
for a leucotomy operation should be clearly defined by a united 
effort of research and clinical observation. Otherwise 
psychiatry, so much in need of methods of curing, will look 
back with regret on the period of “ leucotomizing,” possible 
only as the frontal lobe is a “ silent area” to some extent and 
does not object to surgical incision by obvious motor or sensory 
defects.—I am etc., 


Oxford. 

Sir,—It appears that the public, having had a surfeit of 
psychological films, are now to be treated in like manner Ly 
the radio. While the entertainment value of these broadcasts 
may be high, there are other considerations which are equally 
important. For example, in one programme the history of a 
delusion was traced, although inadequately, and it was implied 
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that over-sensitivity in childhood was conducive to the develop- 
ment of a chronic psychotic state with a hopeless prognosis. 
What it failed to stress was that the chronic psychotics of all 
types hardly number one per thousand of the population, and 
that the case described is relatively scarce in a mental hospi- 
tal. This omission produced considerable anxiety among my 
out-patients, many of whose original fears of insanity were 
reinforced. 

Again, in a recent broadcast concerning prefrontal leucotomy 
accuracy was sacrificed for a good script. No mention was 
made of W. E. Le Gros Clark’s views’ that the progressive 
enlargement of the frontal lobes in the phylogenetic scale is by 
no Means as conspicuous as that of the parietal or temporal 
lobes. Psychotherapists are familiar with some patients’ insist- 
ence on surgical intervention, and as long as these requests were 
confined to the abdomen a reasoned approach could convince 
the patient that the problem was psychogenic and that the mind 
required treatment. This explanation is now countered with a 
request for a brain operation, and it is difficult to persuade the 
patient in the face of B.B.C. “ propaganda ” that many psychia- 
trists consider that the only redeeming feature about prefrontal 
leucotomy is that it confines itself to the “silent area.” 

Inaccurate and misleading statements on medical matters often 
appear in the lay press, but with this important difference: the 
prestige of the writer’s name is withheld. I am not suggesting 
that anonymity would be a solution, but wish to point out that 
there is a different procedure for the radio, without any appar- 
ent reason. The problem is a very important one, and merits 
the attention of responsible medical opinion.—I am, etc., 

Walsall. M. Sm. 

REFEREN-E 
1 Lancet, 1948, 1, 353. 


Plasma-cell Mastitis 


Sir,—It is interesting to note that Mr. John M. Jackson’s 
letter (Jan. 8, p. 71) on “comedomastitis” is followed a week 
later by an article by Dr. Max Cutler on “ plasma-cell mastitis “ 
Gan. 15, p. 94). From the macroscopic description it seems 
possible that Mr. Jackson’s cases were examples of plasma-cell 
mastitis. It seems that plasma-cell mastitis is not such an un- 
common condition, and more cases will be found if the lesion 
is kept in mind. The discovery of five cases in 1,500 consecu- 
tive breast examinations by Parsons and his colleagues’ sup- 
ports this view. ; 

My purpose in writing to you, however, is not to add to the 
cases recorded in the literature but to suggest that the names 
given to the condition so far have been unfortunate. We have, 
as you note in your annotation (Jan. 15, p. 108), been cursed 
since Kénig’s time by the term “chronic mastitis” and we 
would gladly be done with it if we could find a term generally 
acceptable. I would suggest with Atkins’ that fibro-adenosis is 
as good as any. 

The use of the inflammatory suffix may be more justified in 
the plasma-cell lesion, for it is probably a tissue reaction to 
lipoid substances extravasated from the ducts, and is, in some 
ways, comparable to traumatic fat necrosis. It may even be 
a virus disease. On the other hand, until the aetiology is defi- 
nitely known it seems unnecessary to give it a name which 
makes a preconceived idea of its cause unavoidable. The 
plasma cell is not even a pathognomonic feature, as it is also 
found in fat necrosis. I would suggest that the term masto- 
pathy means as much as mastitis in our present state of know- 
ledge and commits us not at all. Incidentally, the tendency to 
refer to “ comedocarcinoma ” and “ comedomastitis ” might well 
be turned to the older and more scientific terminology of 
Robert Muir, “ intraduct carcinoma ” and, on the same analogy, 
“intraduct mastitis."—I am, etc., 

Glasgow. ARCHIBALD L. GOODALL. 
REFERENCES 


1 Arch. Surg., 1944, 49, 86. 
8 Lancet, 1947, 1, 253. 


Spinal Analgesia with Cinchocaine Hydrochloride 
Sm,—Your correspondent, Dr. N. Beattie, in his letter on 
spinal analgesia and caesarean section (Jan. 15, p. 114), is in 
error in using the word “ percaine.” After a number of fatal 
accidents nearly ten years ago in which “ percaine” had been 


confused with procaine, the makers renamed the drug “ nuper. 
caine.” Mr. Beattie aggravates the matter by referring once 
to percaine, once to nupercaine, and once to “ percaine (or 
nupercaine),” as though they were different drugs. 

There have been several recent injection errors ; a fatal case 
was reported in the lay press but a few days ago. To prevent 
more of these accidents we must be strictly exact in our ter. 
minology, especially when contributing to a medical journal 
which is read by people of all grades of experience.—I am, etc, 

Newcastle-upon-Tyne. M. H. ARMSTRONG Davison. 


Treatment of Abortus Fever 


Sir,—May I dissociate myself from the views expressed by my 
ex-house-physician, Dr. R. O. Parnis (Dec. 18, 1948, p. 1082)? 
It is true that sulphadiazine often brings down the temperature 
in undulant fever and seems to abort the pyrexial wave, but 
comparison of a series of 100 cases treated by sulphadiazine 
with a similar series of untreated controls did not show any 
significant difference as regards the total duration of the fever. 

Undulant fever is so erratic in its behaviour that it is foolish 
to attempt to draw any conclusions from a small number of 
cases. An unfortunately extensive experience has moderated my 
early impulsiveness to rush into print and has made me some- 
what sceptical of the “cures” which are reported from time to 
time. I still keep an open mind and live in the hope that 4 
really specific remedy will be found at last, but I am not 
convinced that sulphadiazine alone or in combination with 
transfusion or streptomycin is the answer. 

Another point I would like to draw attention to is that experi- 
ments in vitro are not always applicable in vivo. The main 
difficulty is not to find a substance which will kill the brucella, 
but to get at the micro-organism. The possibility that the 
brucella may find a refuge within the body cells has already 
been hinted at—in any case it seems to entrench itself impreg- 
nably in the spleen and in the bone marrow.—I am, etc., 

Valletta, Malta. J. E. DEBOono. 


Belladonna Liniment Causing Mydriasis 


Sir,—I think it desirable to draw the attention of the pro- 
fession to the need for giving a warning about the danger to 
the eyes when liniments containing belladonna are prescribed, 
Textbooks that I have consulted fail to give this. For the 
lack of it the drug may inadvertently affect the eyes of either 
the patient or the applier of the liniment. The’ following case, 
therefore, seems to me of general interest. 

A female patient of 55 was sent to me by her doctor because the 
right pupil was dilated. I found it inactive to light; it did not 
contract with prolonged convergence. The left pupil was active 
both directly and consensually. - The patient was right-handed. She 
said that she had been applying a liniment to her husband, who was 
subject to rheumatism. She denied that she had applied any drops or 
other medicament to her eye. The doctor wrote on inquiry that 
he had prescribed a liniment containing aconite, belladonna, and 
chloroform. The circumstantial evidence seems to warrant the con- 
clusion that some belladonna from the liniment had been conveyed 
to the eye by the right hand. Unilateral mydriasis had resulted. 
Fortunately the tension as tested by the fingers was not raised. 


am, etc., 
London, W.1. 


Antihistamine Drugs and Erythroblastosis 

Sir,—Valuable advances in the treatment of infants suffering 
from haemolytic disease of the newborn have been made since 
the discovery of the Rhesus group of antigens and its signifi- 
cance in these cases. The case mortality has been greatly 
lowered, but there is still no certain means of preventing the 
disease, although various measures to achieve this have been 
advocated from time to time. 

The recent work on the possible value of the antihistamines 
in the treatment of various diseases, to which you: refer in 
your leading article entitled “ Allergy, Rheumatic Fever, and 
Nephritis ” (Jan. 1, p. 21), has prompted us to plan an investi- 
gation into the possibility of preventing haemolytic disease of 
the foetus and newborn (erythroblastosis foetalis) by the adminé 
stration of antihistamine substances during pregnancy to wome? 
who appear likely on general or serological grounds to give birth 
to affected infants. 


HUMPHREY NEAME. 
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It may be that the clinical and pathological manifestations of 
haemolytic disease of the foetus and newborn are initiated by 
the release of histamine, heparin, and possibly other as yet 
unidentified substances following the antigen-antibody reaction 
between the various Rhesus-factor group-specific substances and 
their several antibody globulins. The precise origin and inti- 
mate mode of release of histamine is not known with certainty 
even in many conditions for which there is substantial evidence 
that it is concerned. 

If the antihistamines do not prove of value in this connexion, 
this may possibly shed some light on the pathogenesis of haemo- 
lytic disease of the foetus and newborn. Antihistamines may 
also have a place in the management of haemolytic transfusion 
reactions, and this is being investigated at this depot as and 
when opportunity presents. 

Although antihistamines produce side reactions such as drowsi- 
ness in some individuals, they are not so far as is Known toxic 
substances and are unlikely to harm the mother or foetus. It is 
hoped to present the results of the investigation now in progress 
as soon as a sufficiently large series has been collected to make 
a statistically satisfactory assessment possible, but there is 
nothing to be lost by their use on a purely empirical basis, 
preferably in close collaboration with an experienced blood 
mop serologist or the nearest regional blood transfusion officer. 

—I am, etc., 


South London Blood Supply Depot, 
Sutton, Surrey. 


Diagnosis of Tuberculous Meningitis 

Sirn,—With reference to Dr. J. T. Lewis’s letter (Dec. 11, 
1948, p. 1036) regarding the sugar and chloride levels found 
in tuberculous meningitis, I have been asked to send you the 
findings of the subcommittee of pathologists engaged in the 
a of Health scheme which was begun in the autumn 

Reports received in April, 1948, showed that, of 223 cases in 
which the chloride content of the first specimen of cerebrospinal 
fluid was estimated, 34 (15%) gave a figure of 700 mg. of NaCl 
per 100 ml: or more and 88 (39%) a level of more than 650 mg. ; 
of the 88 only 3 were unconfirmed by film or culture, and 2 of 
these are dead. As regards prognosis, cases have been reported 
in which the original chloride was less than 600 mg. but which 
after streptomycin treatment were clinically well and with fluids 
normal in all respects. The subcommittee therefore considers 
that estimation of chloride content is useless in the diagnosis 
and prognosis of tuberculous meningitis and that treatment 
may be unjustifiably delayed if reliance is placed on the test. 

In 137 cases in which the sugar content of the first sample 


R. H. Trinicx. 


‘was estimated the figure was never moré than 50 mg. per 


100 ml. As Dr. Lewis insists, this test is of much greater value 
than the chloride estimation.—I am, etc., 
London, E.1. F. C. O. VALENTINE. 
Cardiac Arrest 
Sir,—I read with great interest the memorandum by Mr. G. P. 
Charlewood (Dec. 11, 1948, p. 1023) on a modified technique 
of cardiac massage in cardiac arrest. I had occasion to use 
a similar procedure some six months ago. As in Mr. 
Charlewood’s case I found Hamilton Bailey’s manceuvre un- 
successful, but, as soon as I got my fingers inside the pericardium 
and was able to massage the heart directly, the beats began 
again. The case history was as follows. 


The patient was an old man, 82 years of. age, admitted with an 
acute or chronic large-bowel obstruction due to a constricting 
carcinoma of the pelvi-rectal junction. His abdomen was distended, 
and he was very toxic. It was proposed to perform a transverse 
colostomy using local anaesthetic and “ pentothal” narcosis. The 
anaesthetist had just injected the initial dose of pentothal, when he 
became worried about the patient’s condition and found the heart 
had stopped. He called for cardiac massage. 

An upper midline incision was rapidly performed, and a bare 
right hand thrust into the abdomen and an endeavour made to 
perform cardiac massage by compressing the heart rhythmically 
against the anterior chest wall, without result. Therefore, with a pair 
of Mayo scissors, an opening was made in the diaphragmatic peri- 
cardium and the thumb and two fingers of the right hand thrust 
through. The ventricles were gripped firmly and rhythmically 
squeezed. Very soon one or two faint flutters were felt, and then 
vigorous rapid beats recommenced. A rapid transverse colostomy 


was performed and the abdomen closed, but the heart rate became 


more rapid, and. feeble and finally ceased altogether half an hour 
after it had begun to beat again. This I imagine was due to the.age 
and toxicity of the patient. ic a A 

I can sée no contraindication for this manceuvre of incising 
the diaphragmatic pericardium. It is rapidly and easily per- 
formed with Mayo scissors, and it would appear to be un- | 
necessary to repair the incision, as the upper surface of the 
left lobe of the liver, by adhering to the diaphragm, will close 
the linear hole. It seems to be the only method of massaging 
the heart directly and effectively —I am, etc., 


London, E.C.1. Eric M. NANSON. 
: Intussusception Due to Carcinoma of Colon 


Sirn—In view of the correspondence which followed the 
publication of Mr. R. A. C.. Owen’s account (Oct. 30, 1948, 
p. 786) of two cases of intussusception due to carcinoma of 
the colon, the following case report may be of interest. 

The patient was a man aged 72. He had a three months’ history 
of increasing constipation alternating with diarrhoea. He had some 
abdominal pain, but no vomiting. There was sudden relief from 
the abdominal pain on the day before admission. On admission his 
temperature was 99.6° F. (37.5° C.) and his pulse was 100. ‘He 
was a pale, well-preserved old man. His tongue was dry, brown, and 
furred, and the fetor oris was present. His abdomen was very tense, © 
with generalized distension, tympanitis, and borborygmi. There 
was no demonstrable free fluid and no viscera were palpable. 

On rectal examination a soft lump could be felt free in the lumen 
of the bowel. It was not friable, and there was no bleeding. Procto- 
scopy showed the lump to be oedematous and ulcerated. A diagnosis 
was made of complete intestinal obstruction due to polypoid tumour 
of the rectum, and intussusception was suspected. 

At operation the peritoneal cavity was found to contain gas and 
fluid faeces. There was an intussusception of the pelvic colon into 
the rectum, with dilatation of the proximal colon and perforation of 
the caecum. Decompression of the large bowel by ileocaecostomy 
was carried out and the intussusception was easily reduced. A 
small dimple at the apex (the site of ulceration) was left, and near 
the apex could be felt a small firm lump. The pelvic colon was 
mobilized and the affected gut resected (Paul’s operation). 

The tumour was a small, rounded, sessile papillomatous mass, 
2.54 cm. in diameter. There was no apparent involvement of the 
adjacent wall or glands. The pathologist reported that it was a 
tubular, polygonal-celled carcinoma, The patient was discharged in 
good condition 72 days after admission. Abdominal wounds were 
healed ; there was a slight ooze from the caecostomy site. 

I have to thank Dr. C. D. Coyle, Medical Superintendent of the 
Archway Group of Hospitals, for permission to publish details of 
this case. 

—I am, etc., 
London, N.19. W. C. Turner. 
Prescription of Barbiturates 

Sir,—The letter by Dr. A. I. Suchett-Kaye on barbiturate 
poisoning (Dec. 11, 1948, p. 1035) and the one on prescription 
of barbiturates by Dr. T. Pearse Williams (p. 1036) are instruc- 
tive. It is obviously dangerous to hand such strong narcotic 
drugs to people without having full control over the quantity 
taken by them in one dose. This danger existed since the 
introduction of barbiturates into therapy. In order to minimize 
the danger of poisoning—not infrequent already many years 
ago—the teaching of pharmacology at the University of Buda- 
pest, where I was a student before the first world war, con- 
tained the wise suggestion for the addition of pulvis ipecacu- 
anhae to every dose of barbiturate prescribed, in a small enough 
dose not to cause vomiting in the normal individual. It was 
pointed out that an overdose of barbiturate will, thus prescribed, 
also contain an overdose of ipecacuanha, which will produce 
vomiting. I believe that this information will be of interest to 
all who took part in the correspondence and to all those who 
are interested in this subject.—I am, etc., 


Johannesburg, S. Africa. 
Marxist Genetics 
Sir,—It is easy for Dr. Géoffrey Bourne (Jan. 1, p. 28) to say 
that my remarks (Dec. 11, 1948, p. 1038) were beside the point, 
as he makes his own decision about what my point was. I was 
very careful to make it clear that my concern was with the 
propagandist way in which Dr. Darlington misrepresented the 
work of Lysenko, which he was supposed to be reviewing. 
Every sentence in my letter was relevant to this. 


NaTHAN FINN. 
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Several other readers—anti- as well as pro-Lysenko—have 
written on the same issue. I did not deny that Lysenko con- 
siders philosophy, science, and politics to be interrelated. The 
whole point of this correspondence, until Dr. Bourne tried to 
change it, was the question of Dr. Darlington’s review, not 
primarily Lysenko. 
for Dr. Darlington.—1 am, etc., 


London, S.E.24. H. M. Rose. 

Sir,—I have followed your correspondence since Dr. C. D. 
Darlington’s review (Nov. 13, 1948, p. 862) of Soviet Biology 
with great interest.* I think the criticisms made of that réview 
are fully justified. Some of your correspondents, however, 
have chosen to indulge in yet other vituperations. Fortunately 
ample material is available to answer them. 

Dr. John C. C. Langford (Dec. 11, p. 1038) would like to 
know if the opposition to Lysenko was “ prearranged” or not. 
It certainly was not. Those who opposed various aspects of 
Lysenko’s views have been doing so for the past 10-15 years ; 
their criticisms were sincere and forthright, and were based on 
the writings and works of those concerned. They evidently 
had no fear of Dr. Darlington’s “liquidation.” The full text 
cf the contributions of Zebrak, Polyakov, Zavadovsky, Roubin, 
and Schmalhausen are contained in a translation for the Engels 
Society. Summaries of the rest will be found in Plant Breeding 
Abstracts (1948, 18, No. 2,000). The force of Zavadovsky’s 


argument may be gathered from the following: 


“As a Darwinist I agree with T, D. Lysenko, and the other 
comrades who have taken part in the discussion, as to their general 
Statements on the enormous decisive significance of conditions of 
environment and its influences in the processes of forming the breed 
and the kind. And yet there are still a large number of problems 
of supreme significance on which I do not agree with T. D. 
Lysenko. .. . 

“ As I have already remarked, I affirm that his report and the dis- 
cussion of it are leading our public to a one-sided conception of 
the situation and distribution of forces in Soviet biology. We 
scientists are explorers not only in the question of the concrete 
application of our experience and knowledge in order to investigate 
the geological womb and other riches of our socialist land. We are 
explorers also with regard to the correct orientation as to the distri- 
bution of forces in our science. And here I think Comrade Lysenko 
is making a serious mistake by taking the line of there being only 
two fronts or two trends in biological science, which have as their 
aim the solution of the problem of Darwinism.” 


Professor Zavadovsky goes on to elaborate his point of view 
in great detail. Professor Polyakov deprecates the tendency to 
label Soviet scientists as “ Morganist” or with similar titles 
because they fail to agree with Lysenko. But quotations are 
entirely inadequate. Read the material in full, and one will 
not doubt the integrity or sincerity of Lysenko’s critics. Dr. 
Langford’s notion effects nothing but to ridicule those who do 
disagree with Lysenko. I hope he will realize the pettiness of 
his suggestion. 

One further point: Dr. Geoffrey Bourne’s implication (Jan. 1, 
p. 28) that the application of dialectical materialism to science 
is necessarily bad is simply untrue. It is best answered by 
example, Based on dialectical materialism is Lysenko’s theory 
of phasic development: this came from his work on vernaliza- 
tion and may well lead to further methods for hurrying plants 
through various stages of their development. B. A. Roubin, 
director of the Bach Biochemical Institute, records work in 
which it is shown that some enzymes in plants change their 
activity optima in correspondence with changing phases of 
development, thus adding experimental support to the phasic 
theory. Professor C. H. Waddington (New Statesman and 
Nation, Jan. 1, 1949, p. 6) admits that “his (Lysenko’s) phasic 
theory, and the even more explicitly dialectical theory of 
another Russian, Krenke, on the cyclical alternation of 
senescence and rejuvenescence in plants, are certainly far 
from negligible contributions to the theory of organic develop- 
ment.” Krenke’s theory already finds practical application in 
a method of judging the optimum time at which to harvest 
sugar-beet based on leaf shape (Ashby, E., Scientist in Russia, 
Pelican Books, 1947). It seems to me that a dialectical approach 
to biological problems is more in accord with biological data 
than a mechanistic or idealistic one.—I am, etc., 


Cambridge. Peter A. JEWwELL. 


And no one has answered to the point’ 


Calcified Cyst of Spleen 

Sir,—I read with interest Mr. J. H. Donovan's article 
(Dec. 25, 1948, p. 1106) on calcified cyst of the spleen, ang 
also a further communication by Dr. A. Elkeles (Jan. 8, p, 74), 
In your Journal of March 4, 1933 (p. 367), I myself reported in 
full (together with a plate) a case of calcified cyst of the spleen, 
reaching the same conclusions as Mr. Donovan and Dr. Elkeles, 
Following the publication of my article I had several letters 
written to me concerning similar cases, and I consider the con- 
dition is probably not quite so rare as has been suggested by 
the present writers.—I am, etc., 

Manchester. F. H. Scotson. 


Achlorhydria Following Gastro-enteritis 


Sin,—The prevailing gastro-enteritis (not attributable to any 
particular food or drink) is very often followed by an achlor- 
hydria. The symptoms are vague pains, very often below the 
sternum and along the left side of the abdomen, loss of appetite, 
and general loss of well-being. In an elderly person it may 
simulate gastric or duodenal carcinoma. 

A typical case was a man of 57 admitted for suspected 
carcinoma of stomach, his chief complaint being anorexia, 
Barium’ meal on two occasions failed to show signs of neo- 
plasm. A fractional test-meal revealed the presence of histamine- 
fast achlorhydria. The occult-blood test was negative ; haemo- 
globin, 105%. His symptoms could be traced back to an attack 
of gastro-enteritis some weeks earlier. A second patient was 
an 8-year-old girl. She complained of pains in the stomach at 
night ; her appetite was poor, and she was losing weight ; she 
had had gastro-enteritis two to three weeks earlier. 

The symptoms may go on for many weeks. They are cured 
by acid. hydrochlor. dil. given before meals (with an appetizer 
like gentian). I have met many such cases in the past.—I am, 
etc., 

Billingshurst, Sussex. 


Perforated Duodenal Ulcer in a Boy 


Sir,—I feel the following case deserves publication on account 
of the youth of the patient. 

A boy, aged 14, collapsed in school at midday on Dec. 9, 1948, and 
was admitted to hospital forthwith. He complained of severe 
abdominal pain, was very shocked, and had to be treated for same 
with heat and morphine. His abdomen was rigid from peritonitis 
due to perforation of an anterior duodenal ulcer of fairly long 
standing. Under thiopentone with gas, oxygen, and ether, operation 
was performed by me at 4 p.m., and the perforation was closed with 
difficulty. The abdomen was cleaned out by sucker and closed 
without drainage. Next morning a Ryle’s tube was passed and drip- 
feed intravenous dextrose and saline was set going, both for two 
days only. He threatened to be chesty and had penicillin by injection 
for three days. The patient gave no further trouble and was 
discharged on Jan. 3, 1949. 

This case is remarkable on account of the extreme youth 
of the patient and the fact that he was symptom-free, although 
his ulcer was not recent.—I am, etc., 

Huntley, Aberdeenshire. PETER W. PHILIP. 


Carcinoma of the Male Breast 


Sir,—I have been interested in reading Sir Cecil Wakeley’s 
article on carcinoma of the breast and its treatment (Oct. 2, 
1948, p. 631). One small point in the article has troubled me, 
and I should be glad if you were to clarify it for me. In 
speaking on mammary carcinoma in the male Sir Cecil says, 
“The prognosis of carcinoma in the male breast is very poor; 
the small undeveloped breast allows early lymphatic spread 
before the condition is diagnosed.” . 

I am unable to understand this. I had thought that were 
an organ “ small and undeveloped ” its lymphatic drainage would 
be poorer, actually and potentially, especially since the male 
breast, unlike its sister, is at no time normally subjected t 
alternating periods of growth and atrophy. Similarly the male 
breast is much less vascular than the female breast. Sir Cecil 
writes, “ In girls and young women the vascularity of the breast 
is very pronounced, -and if carcinoma develops, the prognosis 
1s hopeless.” Furthermore, Sir Cecil himself suggests a differ 
ent aetiology for the male condition, and this is most feasible, 


JOSEPH VINE. 
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as the male breast is not subjected as a rule to the slings and 


‘ arrows of hormonal interplay, balance, and imbalance in a. 


degree comparable with that in the female breast. ; 

Is it not then, Sir, more logical to suppose that carcinoma 
of the male breast is an entity distinct from female mammary 
carcinoma, of possibly different aetiology, and displaying a 
tendency to earlier metastasis than its feminine counterpart I 


I am, etc., 
Thursday Island. W. T. GipBs. 


Epilepsy and Foetal Behaviour 


Sir,—Professor F, J. Nattrass’s Lumleian Lectures (Jan. 4, 
p. 1, and Jan. 8, p. 43), together with your leading article 
entitled “Epilepsy” (Jan. 8, p. 61), prompt me to ask the 
following question: Is it altogether absurd to suggest that in 
the epileptic fit there is a reversion to the foetal level of nervous 
functioning, an idea that was first put forward 30 years ago 
by L. Pierce Clark in America? Apart from Hughlings 
Jackson’s theory that the phenomena which follow a fit reflect 
a reversal of nervous evolution, there are three points which 
might support such a possibility. They are: (1) That during 
a fit behaviour becomes “total,” in the sense that the whole 
of the skeletal musculature is thrown into action simultaneously. 
According to the Coghill school of physiology the “ total 3 
response represents the most primitive pattern of behaviour. 
(2) That the movements in the idiopathic fit are of two types— 
viz. tonic and clonic. These seem to compare with the 
“sustained ” and “ jerky ” movements described by Sir Joseph 
Barcroft as occurring in the sheep foetus. (3) That the move- 
ments in the fit are spastic in type, as they appear to be in the 
foetus.—I am, etc., 

Brentwood, Essex. 


Purpura Complicating Pregnancy 

Sir,—Dr. I. Klass (Jan. 8, p. 73) disagrees with some of the 
conclusions which I reach in my paper “Purpura Haemor- 
thagica as a Complication of Pregnancy” (Dec. 11, 1948, 
p. 1020), but in both my paper and that of Drs. Burnett and 
Klass stress is laid on the fact that the mortality of purpura 
complicating pregnancy has been overstated and that recovery 
does occur, as in the cases which we have respectively recorded. 

I agree that some of the earlier cases reported were not of 
true purpura, as Dr. Klass has shown in his paper, but only 
22 cases are included in this analysis, and it is impossible to 
say how many of the remaining 46 cases reported up to that 
time suffered from true purpura. It is unreasonable, therefore, 
to assume that purpura is not a fatal condition on the basis 
of an analysis of less than one-third of the reported cases. 
Certain of the cases not included in his analysis, for instance 
that of Puech referred to in my paper, strongly suggest that 
death has resulted from a true purpura leading to prolonged 
late post-partum haemorrhage. 

In the case reported by Drs. Burnett and Klass the platelet 
count at the onset of symptoms was very low (15,000 per c.mm.), 
but this rose after 35 weeks to 163,000. At delivery a figure of 
76,000 was noted, but the placental blood showed 121,000 plate- 
lets, and when recovery was complete the figure given is 174,000. 
li seems, therefore, that even in health the platelet count in this 
patient tended to be low, and that on the basis of the figures 
given she had attained a large measure of recovery before 
delivery. The case in fact was a relatively transient one com- 
parable to, although more severe than, my own, and it is to 
this and not to any essential harmlessness of the condition that 
the absence of bleeding from the uterus and from the perineal 
tear is due. 

Dr. Klass considers the treatment has little influence on the 
condition and that there is nothing in the literature to form any 
basis for dogmatic principles of treatment. This opinion is 
based on his analysis, as we have seen, of only a small propor- 
ton of the recorded cases, and particularly upon the experience 
of his own case, where, as I have pointed out above, the plate- 
let count was five times higher at delivery than at the onset of 
symptoms and about half the highest level ever recorded in this 
patient. Purpura must be regarded as a disease potentially 
dangerous. While in the immediate control of haemorrhage 
after delivery efficient uterine contraction remains the most 


Tuomas D. Power. 


‘important factor, this should be followed by adequate clotting 


to give prolonged haemostasis, and where there is any question 
about this, as there must be in cases which show purpuric erup- 
tions and thrombopenia during pregnancy, it is unfair to one’s 
patient to neglect any measure which can ensure her safety.— 
l am, etc., 

Inverness. 


J. A. CHALMERS. 


Overdose of Surface Analgesics 

Sir,—Mr. C. A. Jackson’s article on amethocaine hydro- 
chloride (Jan. 15, p. 99) directs attention to the dangers asso- 
ciated with amethocaine surface analgesia for bronchoscopy, but 
it would be of interest to know precisely how many patients 
die yearly as a result of the surface application of analgesic 
drugs ; it is probable that all the effective ones are equally 
dangerous. Two points require emphasis. One is that over- 
dose is presumably determined not by the total amount of 
the drug absorbed over a period but by the concentration in 
the brain at any given moment. When this concentration 
reaches the appropriate level signs of overdose will occur. 
The second point is that prompt treatment should save the 
patient ; treatment of the severe case consists in “controlling 
the convulsions in order to permit of oxygenation. 

The alarming convulsions due to severe overdose with an 
analgesic drug do not appear to differ from. those seen in 
ether convulsions. In a case treated by the writer following 
the instillation of 10% cocaine hydrochloride for urethral 
instrumentation the convulsions were so severe that it required 
great force to hold the arm in order to give thiopentone 
intravenously. Meanwhile attempts were made to insufflate 
oxygen under pressure, and as soon as the thiopentone was 
given the convulsions ceased and normal colour was restored. 
There were no after effects. 

Great caution is certainly necessary in using local analgesic drugs” 
for bronchoscopy in asthmatics. In a bad chronic asthmatic subject 
I applied 10% cocaine hydrochloride, spraying the pharynx and 
larynx with about 2 ml. and spraying about 1 ml. into the trachea 
by passing the tube of the spray between the cords. The patient 
immediately complained of breathlessness and became excited. 
Thiopentone was given at once, 0.3 g. being iniected slowly, and 
oxygen was given under pressure. The surgeon proceeded with the 
bronchoscopy, but a further 0.2 g. of thiopentone was necessary to 
control coughing. There were no more signs of cocainism. The 
surgeon aspirated much mucopus and noted that the bronch® were 
red and injected. Recovery after the bronchoscopy was prolonged, 
and it was necessary to give oxygen under pressure for more than 
half an hour in order to avoid cyanosis ; mucopus kept welling up 
from the trachea, due probably to brochial spasm caused by the 
thiopentone. No analeptic was given, and the cough reflex finally 
returned and the patient was sent back to the ward. There was no 
more difficulty. 


—I am, etc., 


Luton. D. WILson. 


Meeting of Medical Association of South Africa 


Sir,—The Medical Association of South Africa will hold its 
37th annual Congress in Capetown during the week Sept. 19-24, 
1949, and the Organizing Committee extends a warm welcome 
to any members of the British Medical Association or any 
other medical practitioner who may wish to attend. 

A visit to South Africa at this time will afford an opportunity 
to be present at the meetings of Congress, with discussions not 
only in the many scientific departments of medicine but also 
in matters of medical policy, particularly the development of 
national health schemes and hospital legislation, which so vitally 
affect the future of the medical profession in Great Britain and 
the Dominions. There is an urgent demand for interchange of 
views and experiences by informed representatives and for the 
framing of basic principles for future action to the advantage 
of the citizens of the Empire and for the protection of the 
legitimate interests of the medical profession. Furthermore, the 
scenic attractions of the subcontinent should make the journey 
worth while to those who extend their stay, as well as the oppor- 
tunity to observe the rapid development of the country and to 
obtain some understanding of the difficult social problems—not 
unaffected by world turbulence, particularly in the East—whic’ 
the Union must endeavour to solve. , 
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The journey to South Africa by sea is a fair-weather voyage. 
The mailships from Southampton take 14 days to cover the 
6,000 miles. More economic transport takes a few days longer. 
By air to Capetown from London is about three days, unfold- 
ing an infinitely varied geographical panorama of this vast 
continent. 

It is emphasized that accommodation in Capetown is limited, 
and prospective visitors to Congress are advised to apply to the 
Hon. Secretary, 37th S.A. Medical Congress, P.O. Box 643, 
Capetown, at their earliest convenience for hotel reservations 
and any other information.—I am, etc., 

T. Linpsay SANDEs, 


Capetown. President of Congress. 


Master Minds 


Sir,—My attention has been drawn to a letter under the above 
title from Mr. Fred Messer, M.P. (Jan. 15, p. 115). Challenging 
the accuracy of a Hendon and Finchley Times report of his 
speech at a Golders Green meeting of the North-west Branch 
of the Socialist Medical Association, Mr. Messer suggests that 
certain remarks attributed to him were in fact made by other 
speakers. - 

I have inspected the notes taken by our reporter. They con- 
tain a clear record of the remarks in question, with no room 
for confusion with other speakers. In point of fact, our reporter 
was too busy that night to remain at the meeting for long after 
Mr. Messer’s own speech. 

It is a point of interest that Mr. Messer, in his original letter 
tothe Middlesex Local Medical Committee, did not question the 
accuracy of our record as such, but relied upon the age-old 

_explanation in political circles—that a passage in his address 
“had been torn from the context.” 

Regarding Mr. Messer’s closing paragraph, I would point out 
that nowhere in our report did the word “ politics ” occur.— 
I am, etc., 


BARRETT NEWBERY, 
Editor, Hendon and Finchley Times. 


POINTS FROM LETTERS 
Clouding of Surgeons’ Spectacles 


Dr. C. Epwarps (Bournemouth) writes: In reference to the corre- 
_spondence on this subject, why do surgeons not wear their spectacles 
outside their masks? Many years ago whilst in active surgical 
practice I got Mr. Crighton, of Winchester, to make me a pair of less 
strength (0.5 sph.) than my reading glasses—i.e., for middle-length 
reading—tilted down and with rather longer curl wire sides so that 
the frame lay near the tip of the nose. Result, perfect. 


Antihistamine Drug Treatment of Acute Nephritis 

Dr. WALTER BroapBenT (Henfield, Sussex) writes: This seems to 
be a very important advance in the treatment of a disease which often 
does irreparable damage. In the past I used to give antistrepto- 
coccic serum, 10 ml. by the mouth every night apart from food, to 
children with acute nephritis. This did materially shorten the 
attacks, but not so effectively as “ anthisan ” evidently does. 


Whooping-cough and Measles 

Dr. F. RorHensurGH (Widnes) writes: Referring to Dr. C. L. 
Malhotra’s note (Jan. 15, p. 116) on whooping-cough and measles, I 
wish to point out that measles may start with severe pertussiform 
cough or may be followed by a similar attack. This pertussiform 
cough has of course nothing to do with a real pertussis infection 
and is due to an enlargement of the intrathoracic glands, particularly 
the tracheo-bronchial and paratracheal ones. 


House Numbering 

Dr. P. T. T. Macponatp (Bristol) writes: I have not, to my 
surprise, seen in the British Medical Journal any complaint respecting 
the matter of house numbering in urban areas. In my own district, 
which I believe is not exceptional, the state of matters is almost 
beyond belief and seems to indicate the absence of any civic respon- 
sibility for whether a house is numbered or not, and, if numbered, 
whether the numbers are easily legible from the roadway or not. 
This condition of affairs is a constant source of irritation and loss 
of time in the day and night work of our profession—nurses as well 
as doctors being hampered by it. . . . To remedy this nuisance the 
application of such a standard of numbering as is demanded of 
motorists for their cars should not be too difficult a matter. At any 
rate I am airing my grievance in the hope of fellow sufferers doing 
os and of inducing responsible authorities to do something 
about it. 


Obituary 


C. F. GOOD, C.B., M.R.CS., L.R.C.P. 


The death of Dr. Christopher Frank Good on Jan. 16, at the 
age of 56, removes from the medical staff of the Ministry of 
Health one of its most outstanding figures. He was a man 
with a fund of common sense, sterling qualities, and a broad 
outlook, a man who can ill be spared at the present time. He 
had a remarkable faculty for grasping the essentials of any 
problem. 


Good was one of a large family, four of whom entered the § 


medical profession. Born in London, he received his medical 
training at the London Hospital. His record during the first 
world war was characteristic. Against advice and while ip 
his fourth year he joined a Red Cross unit as a dresser and 
served abroad for about a year. Returning to England he 
enlisted as a combatant and obtained a commission in the 
Buffs. He saw service in France, received a severe gunshot 
wound of tlie chest in 1917, and was subsequently demobilized 
in 1918. It was a delight to listen to him recounting his experi- 
ences during this period. Returning to the London Hospital he 
qualified M.R.C.S., L.R.C.P. in 1919 and then held a series of 
house appointments there. After a short period during which 
he was associated with the Ministry of Pensions he settled in 
a busy private practice in Battersea and in 1931 was appointed 
to the regional medical staff of the Ministry of Health. Here 
his administrative abilities were quickly recognized and for 
a period he was seconded to the headquarters staff for certain 
special investigations. 

The prospect of war in 1938 made it necessary for the 
Ministry to engage in a survey of hospital accommodation in 
the country and to make plans for enlarging this accom- 
modation where necessary, adapting it for wartime needs, and 
generally providing for an integrated hospital service which 
would stand. the stress of total war. Good was appointed as 
hospital officer in charge of this work for the North East 
Civil Defence Region, and from his labours there emerged an 
organization which worked smoothly and was invariably able 
to meet the many demands put upon it. The value of this 
work and the sound foundations on which it was based can 
perhaps be fully appreciated only by the hospitals, medical 
officers of health, and others with whom he came in contact. 
When in 1940 it became necessary to fill a vacancy as principal 
regional medical officer in the North East Region, Good was 
given this appointment, and though his experience in public 
health was at that time limited his period of office proved 
an outstanding success. 

Towards the end of the war Good returned to Whitehall, 
where he helped in the preparation of the hospital survey 
reports and particularly the one associated with the North East 
Region. This was also a time when preparatory work was 
being done on the Health Service, and very soon he became 
closely associated with that part of the scheme in which his 
great interest lay—general practice. In 1945 he was appointed 
principal medical officer in charge of the medical section of 
the Ministry dealing with general practitioner services and 
insurance, which post he held until his death. The high regard 
in which he was held and the reputation he had already estab- 
lished made it possible for him to wield great influence where 
the general practitioner services were concerned. The Insurance 
Regional Medical Service, of which he was also in charge, was 
revived in 1945, and much of his time during the past two 
years was taken up in starting again the referee functions of 
this service and in adapting it to meet the needs of the Ministry 
of National Insurance. Good was ever mindful of the welfare 
of members of the regional medical staff. All his colleagues 
held him in the highest esteem and his passing will be to them 
in particular a great loss. In recognition of his outstanding 
service with the Ministry he was awarded the C.B. in 1948. 

Whilst in Leeds Good underwent a serious operation, after 
which he was well aware that the possibility of complete 
recovery was remote. Subsequent developments confirmed this 
unfavourable view, and although periods of treatment in hospi- 
tal were remarkably successful in arresting the disease, he fully 
realized that the inevitable outcome was only a matter of time. 
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‘s courage in facing this prospect was a source of admiration 
“ all who knew him, and required a pluck and philosophy 
which it is given to few mortals to possess. He will long be 
remembered by those who were privileged to work with him 


for his vivid personality, humanity, sparkling conversation, and - 


dauntless courage. He leaves a widow to whom the sincere 
sympathy of all who worked with him is extended. 


H. S. SULLIVAN, M.D. 


Dr. Harry Stack Sullivan, who died in Paris on Jan. 14, was a 
distinguished American psychiatrist, chairman of the Council 
of Fellows of the Washington School of Psychiatry, editor of 
Psychiatry, and author of much valuable work, especially in his 
earlier days, on schizophrenia and later on the subject of inter- 
personal relationships. Dr. Sullivan was born in 1892, and 
graduated at Chicago in 1917. When America came into the 
recent war, Dr: Sullivan acted as consulting psychiatrist to the 
Office of Selective Service in the United States. He advised on 
the general mechanism for psychiatric and psychological sifting 
of those called up for the Army. He had been active in many 
fields despite the fact that he had suffered from several cardiac 
attacks. His death was the result of yet one more cardiac 
accident. 

Dr. Sullivan, who was in London last summer for the Inter- 
national Congress on Mental Health, and who worked extremely 
hard previously on the International Preparatory Commission 
which he himself had originated, moved on to further work as 
psychiatric consultant in the American zone of Germany and 
lectured in various parts of Europe before returning to Washing- 
ton. He flew over at the beginning of this month to Amsterdam, 
where for a week he worked hard on the Advisory Committee of 
the World Federation for Mental Health and at meetings of its 
Executive Board. He had gone on to Paris to help in a confer- 
ence with Unesco before returning home. His death will be 
greatly regretted by many people in Europe as well as by his 
telatives and professional colleagues in the United States. 


Mr. SIBERT FORREST ANTROBUS COWELL, who was secretary 
of the Royal College of Surgeons of England for many years, 
died at St. Albans on Jan. 13 at theage of 85. Mr. Cowell, 
who was the son of Dr. Thomas William Cowell, went to West- 
minster School in 1876 and became a Queen’s scholar three 
years later. He duated. in 1886 from University College, 
Oxford, after gaining a third-class in Classical Moderations and 
a fourth-class in “Greats.” He became assistant secretary of 
the College in 1888, and succeeded Edward Trimmer as secre- 
| tary in 1901. His whole life was devoted to the College from 
the time of his first appointment until his retirement under the 
age limit in 1934. 


Universities and Colleges 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 

The following lectures will be delivered at the College (Lincoln’s 
Inn Fields, London, W.C.), at 5 p.m. on each day: Feb. 2, Hunterian 
Lecture by Professor Terence Cawthorne, ‘‘ Some Observations on the 
Pathology and Surgical Treatment of Labyrinthine Vertigo of Non- 
infective Origin”; Feb. 7, Hunterian Lecture by Professor R. W. 
Raven, “The Properties and Surgical Problems of Malignant 
Melanoma”; Feb. 9, Moynihan Lecture by Sir Henry Cohen, 
“Hypoglycaemia and Hyperinsulinism ” ; Feb. 10, Hunterian Lecture 
by Professor Michael Oldfield, “‘ Advances in Hare-lip and Cleft 
Palate Surgery, following the Treatment of 500 Patients ’; Feb. 14, 
Hunterian Oration by Mr. H. S. Souttar, “ John Hunter—The 
Observer ”; Feb. 17, Hunterian Lecture by Professor J. G. Bonnin, 
“Diastasis of the Tibio-fibular Syndesmosis ”; Feb. 21, Hunterian 
Lecture by Professor D. F. Ellison Nash, ‘‘ The Development of 
Micturition Control”; Feb. 23, Hunterian Lecture by Professor 
W. S. Lewin, “Acute Subdural and Extradural Haematoma in 
Closed Head Injuries”; Feb. 24, Hunterian Lecture by Professor 
Robert Roaf, “The Treatment of, Residual Disability following 
Injuries of the Peripheral Nerves of the Upper Extremity ’’; Feb. 28, 
Hunterian Lecture by Professor R. A. Russell Taylor, ‘ The 
Actiology, Pathology, Diagnosis, and Treatment of Acute Pancrea- 
titis: a Review of 110 Cases.” The lectures are open to those 
attending courses in the College and also to all other medical prac- 
titioners, dental surgeons, and advanced students. ; 


Medical Notes in Parliament 


DEBATE ON N.HS. 


A debate on anomalies arising out of the National Health 
Service Act was opened on Jan. 21 by Sir HENRY Morris-JONEs. 
He regretted that Mr. Bevan was absent and said that was the 
first opportunity which the House had had of discussing matters 
arising under the regulations of an Act intimately touchin 
every household. That Mr. Bevan was not present to deal wit 
these matters was rather an affront to the House. It was right 
that the Ministry should be negotiating with the British Medical 
Association and other interested bodies, but the House was 
entitled to know what was going on. Sir Henry pointed out 
that the cost of the Health Service was £30,000,000 over the 
estimate. Responsible authorities said it might go to £100,000,000 
above the estimate in the next year or two. He thought the 
Act would survive its teething troubles, but the House should 
inquire where redress could be secured within the regulations: 
without initiating further Acts of Parliament. 

Large numbers of medical men were unhappy about the 
position and the working of the Act. Their work had increased 
in all areas. Medical men in large industrial areas had — 
somewhat, in some areas by as much as 25 to 30%. all 
other areas, residential, rural, and seaside resorts, remuneration 
had gone down, in some respects so seriously as to affect the 
morale and working power of the general practitioner. He 
quoted a letter from a firm of medical men in a seaside resort 
who had 4,000 patients on their panel at 16s. a head. This 
gave a gross income of £3,200 a year. Practice expenses for the 
current year amounted to £1,950, leaving £416 for each of 
the three partners before deduction of tax. Consultations 
and visits averaged 90 per day for the last six months. The 
net pay per attendance, after practice expenses were deducted, 
was 9d. This did not include consultations by telephone, 
estimated at 20 per day. The senior partner in the firm wrote 
that “the Health Service in this area is being soured at the 
point of contact between patient and doctor.” Sir Henry was 
glad that the Minister had made a fairly substantial concession 
in rural areas. A man in a rural area with a panel of 1,000 
was often harder worked than a man in an industrial area with 
a panel of 4,000. Many doctors in rural areas were threatened 
at present with financial ruin: they could not meet their com- 
mitments. The whole basis of remuneration should be recon- 
sidered. If they could not get good service under this head the 
whole Act failed. Much was to be said for payment per 
attendance, with power for the State to make a grant in aid. 
A commission in New Zealand had recently reported in favour 
of the suggestion. In any State scheme there was bound to 
be a greater demand on the Service, although people in Britain 
had, on the whole, behaved very well. 


Basic Salary 


\ 

The basic salary arrangement was really not working at all. 
Liverpool had granted it, but other large cities in Lancashire 
had not. Llandudno had granted it, but Colwyn Bay refused 
it. In the County of Caernarvon the basic salary was paid, but 
in Derbyshire only three out of 32 doctors who applied for it 
had been granted the basic salary. Parliament had intended. 
the basic salary to be paid. Distribution of medical men was. 
worse than it ever had been, because medical men and women 
were “frozen” in their areas and could not leave them. If 
medical men in a seaside resort found that their incomes were 
reduced, or did not want to spend their lives attending nervous 
and elderly people, they could not go elsewhere. Maldistribu- 
tion, of which Mr. Bevan had made so much in his speeches 
to the House, was intensified at present. At Deganwy, between 
Llandudno and Colwyn Bay, the people had been refused a 
medical man by the executive council, although there had 
been one practising there for seventy years. y should the 
people have to go two miles away, where many had to wait all 
day to see a practitioner? In many cases young medical men 
were not allowed to start in new areas. When they made an 
inquiry they were told they would not be allowed to settle 
there unless they had accommodation. Having secured it, they 
were still not sure they would be allowed to settle there. The 
purpose of the Act was thus being frustrated. 

Turning to the facilities given to foreign visitors to have 
free treatment under the Act, Sir Henry asked why a temporary 
visitor should be allowed to get treatment and equipment for 
nothing. A wealthy Belgian could come to this comme and 
get medical treatment, but there was no reciprocity. Sir Henry 
did not suggest that members of the Commonwealth should 
be excluded from these facilities. The question of specialists 

had 


needed reviewing. Many specialists found their incomes 
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been drastically reduced. An orthopaedic surgeon in the pro- 
vinces had told Sir Henry that he had made thousands a year 
but that his income had been reduced to £1,200 a year as an 
allowance from the State for his hospital work. He was con- 
sidering seriously whether he could carry on in his profession. 
In some directions, said Sir Henry, economies could be effected. 
In some London hospitals administrative blocks were being 
built up at great expense, whereas nothing was being done 
about the actual equipment. Money was being spent on build- 
ing blocks for administrative purposes but not for the doctors 
and nurses. The Minister must get the hearty co-operation of 
the general practitioners in working the Act. If that was 
secured, the measure had a wonderful future. But if the 
doctors were put in a state of financial anxiety and worry 
their interest in their work would go and the health of the 
people would suffer. 


Complete Co-operation 


Mr. MESSER said that in day-to-day experience of the 
administration of this Service he found complete co-operation 
from every section of the medical profession. He agreed with 
Sir Henry Morris-Jones that the Service stood or fell on the 
co-operation of the medical profession. Out of a mass of 
contradictions and anomalies a pattern had to be formed. As 
a supporter of the Service, Mr. Messer agreed that great 
hardship was being experienced by many general practitioners. 
Thé. atterition of the executive council of which he was a 
member had been drawn to instances where doctors’ incomes 
had been reduced from a range of £2,000 to £1,500 a year. 
That executive council entrusted to a medical committee— 
that was, to the doctors themselves—the distribution of the 
basic salary. When asked whether a basic salary was desired 
the medical committee had said that it was not. Mr. Messer 
suggested that the negotiations which preceded the Act and 
reached a compromise were responsible for much of the exist- 
ing difficulties. The situation could not remain where it was. 
To say more about what was proceeding at the moment would 
be to divulge confidences. 

It was not a weakness of the Service that much more treat- 
ment was being givén. This indicated what the country had 
previously lacked. In joining the administration of voluntary 
hospitals and municipal hospitals they had to avoid the frag- 
mentation of the former and the over-centralization of the 
latter. It was necessary to set up an administrative machine 
‘with the inevitable danger that the number of staff required 
might be exaggerated. That, too, would have to be investigated, 
but he argued that they should give the scheme a longer trial 
than six months. That time was insufficient to decide what 
major changes should be made. There were not enough 
specialists. They should organize the Service so that the 
specialist would have the maximum amount of time in the 
place where he was most required. 


Many Anomalies 


Mr. LinsTEAD remarked that the Act of 1946 attempted to 
go too far and too fast. Many anomalies could have been 
avoided if the advance had been by evolution rather than by 
revolution. The Service was on the rails and moving, bit it 
was creaking and groaning. Mr. Bevan would have to come 
to the House to ask for more money. That would be the 
occasion for a full debate. The dental situation had got com- 
pletely out of hand. Secrecy still surrounded the remunera- 
tion of specialists, although a limited number of people had 
seen the Spens Report. There had been long delay in the 
payment of chemists’ accounts. He asked when the amending 
Bill would be produced. The matter of medical partnerships 
could not be settled till this Bill was produced. As soon as 

ible the Ministry, in its dealings with the hospitals, should 
indicate its long-term policy over capital projects. If hospitals 
were put off from year to year, not knowing when a project 
was to be sanctioned, they were in a difficult position. He 
hoped it would be possible to work the capital side of hospital 
finances on the same lines as university finances, at least for 
quinquennial periods. He knew of institutions which claimed 
te be homes and not hospitals. They did not know whether 
they should have been taken over on the appointed day. 
Section 9 (8) of the Act gave the Minister power to make 
regulations for determining such cases by arbitration. Had 
the Minister yet made arbitration regulations ? How many 
applications for arbitration had been made and with what 
results ? Staffs of such institutions should be given another 
date by which to choose whether to carry on under the old 
conditions or to accept the new National Health Service 
conditions. 3 

Mr. Linstead referred to the difficulty in which hospital 
management committees were put through the activities of 
nursing agencies. Owing to the shortage of nurses, qualified 


nurses were joining the agencies and getting paid, in some cases 
twice as much as they would receive under “ Rushcliffe.” 4 
newly qualified nurse walked out of her hospital, joined an 
agency, and stayed as a full-time resident nurse at the hospital 
at twice the negotiated salary for perhaps a year. That made 
difficulty for the hospital and a strain among nurses. 


Improvement in Health 


Dr. HapeN Guest said an enormous saving had begun to 
accrue in improvement in the health of the people. It was 
correct that the remuneration of practitioners in large industria] 
areas had increased. That included the greater part of the 
practitioners of the country. That applied to areas round 
London which were not commonly regarded as industrial, such 
as Mitcham. A solution would be found to the problem of 
doctors near the retiring age who had settled in places such 
as Worthing and were in serious difficulties through the aboli- 
tion of fee-paying practices. It would be a complicated solu- 
tion, a problem for the local organizations, and the same 
treatment would not be applied in all areas. In rural areas 
fees could not be calculated on the amount of time given to 
patients ; they must be averaged out. He did not think the 
Exchequer would lose a large sum by the free medical treat- 
ment of foreigners temporarily resident. As chairman of the 
Medical Priority Committee he knew there were not enough 
specialists. An increase of 50% was needed to staff the hos- 
pitals properly. There was a deficiency of. specialists in the 
eastern counties, in many other places, and in the armed 
Forces. In view of the shortage of nurses he suggested that 
the Government should put out the people who ran nursing 
agencies and bring these nurses into a nursing service. 

Mr. ASSHETON said there were bound to be great difficulties 
when the scheme was first put into —, but a number 
could have been avoided. He asked whether the medical pro- 
fession did not find itself much overworked and with insufficient 
time to give to serious illness. Did the people who needed 
them most get the beds in the hospitals? Was there ary 
possibility of avoiding great delays in getting hospital accom- 
modation ? Queues at surgeries had grown enormously. Was 
it not possible to give doctors more help in dealing with work 
which was not strictly medical? On Dec. 16 Mr. Bevan had 
said he had received statements of hospitals’ probable expendi- 
ture for the current year but that none had yet been approved. 
Was that still the situation ? There was a feeling that a large 
number of doctors were worse off in remuneration than they 
were before and that doctors were worse off than any other 
class of professional men or women in the scheme. The 
remuneration of dentists would have to be discussed on a later 


occasion. 
Government Reply 


Replying to the debate, Mr. JoHN Epwarps said the Parlia- 
mentary Secretary was expected to deal with administrative 
reviews made on a motion for the adjournment of the House. 
The National Health Service had been welcomed by all classes 
to an extent beyond expectations. About 40.000,000 persons 
had placed their names on doctors’ lists. The percentage of 
the population in the scheme would be 95 to 98. He was 
talking of England and Wales, not of Scotland, and was certain 
the proportion would be at least 95%. Out of an estimated 
total of about 21,000 general, practitioners, 18,165 had come 
into the scheme. These doctors had already prescribed 
75,000,000 medicines or appliances since the Service began. 
Out of 10,000 dentists in general practice 8,988 had entered 
the Service and had treated 2,200,000 patients, with 1,200,000 
under treatment. It seemed that the peak in the demand for 
dentists’ services had passed, but the demand ran at the rate 
of 130,000 a week. More than 2,500,000 people had had their 
sight tested under the supplementary ophthalmic service, and 
over 3,000,000 pairs of glasses were on order. The pent-up 
demand for such things was much greater than the Ministry 
had foreseen. As the rush was beginning to subside, the 
Ministry of Health was taking steps to review every side of 


the Service. 
Remuneration 


Remuneration was among the matters which the Ministry 
was considering. He reminded the House that the arrangements 
which had been made had in many cases not been those which 
the Ministry thought, in the first place, to be right. The 
arrangement by which the bulk of the fee was to be paid in 
the form of so much pa person on the doctor’s list had been 
made at the request of the profession. Taking everything into 
account, payments to doctors under the G.P. part of the 
scheme, from the appointed day to March 31, 1949, were 
estimated at £32,500,000. In additional Exchequer superannua- 
tion contributions were £11,600,000 extra.. That overall amount 
would ensure that doctors would be remunerated in accordance 
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‘ Spens recommendations. Distribution had been uneven 
pay ay administrative difficul.ies and partly because of a 
certain amount of inflation in doctors’ lists. He hoped that 
they would have eliminated this element of inflation and have 
got down to firm figures so that final payments could be made 
at the end of March, 1949, with all necessary adjustments. He 

ized that the position of the rural doctor was difficult. 
Under the National Health Insurance scheme mileage allow- 
ances had helped the rural doctor to meet the extra costs of 
travel and so on. He was also able, if so minded, to charge 
higher fees to private patients in rural areas. Some time ago 
the Ministry had agreed with the profession that it would 
increase the mileage payments to £1,300,000 to cover ineffective 
time spent in travelling by rural doctors. It was clear that 
amount would not suffice. The Government therefore had 
a to provide a further £500,000 a year and to divert 
£200,000 from the inducement money in the Bill, giving a total 
mileage fund of £2;000,000 a year for Great Britain. 

At this stage the full effect of maternity fees had not shown 
itself in doctors’ remuneration. When final payments were 
made for the period from July 5, 1948, to March 31, 1949, 
if the remuneration of general practitioners did not accord 
with the Spens: recommendations the arrangements would be 
reviewed to’ see what adjustments were needed to give effect 
to those recommendations. In the matter of basic salary the 
Minister had done precisely what the profession had wanted 
him to do. If anything was wrong, the doctors should go to 
their own Association rather than tell the Ministry that they 
had begun to change their minds. Although he had no detailed 
information about the number of basic salaries granted by 
local executive councils, the Minis some time ago had a 
figure of 1,000 cases in which it had been granted. The 
Ministry had advised executive councils to give consideration 
to applications for a basic salary where there was reasonable 
justification. The Ministry had instanced a doctor starting a 
new practice or working a small practice; a doctor who on 
account of ill-health or of age was unable to do as much as 
he would otherwise do; and doctors whose incomes had 
dropped substantially as a result of the new Service. The 
difficulties were inherent in the system which the Ministry had 
adopted at the request of the profession. 


Distribution of Doctors 


On the difficulties about the distribution of doctors Mr. 
Edwards said the Central Medical Practices Committee had 
indicated that they would sympathetically consider an applica- 
tion from a doctor to live and practise at Deganwy, but that 
no application had been received. It was wrong to say nothing 
kad been done about the maldistribution of doctors. Since the 
appointed day 530 general practitioners had died or resigned 
from the medical list and 532 new doctors had been admitted 
to the list. Of the 530 vacancies, 230 were filled by a partner, 
an assistant, or a person who seemed the logical successor. In 
238 cases no successor was thought to be necessary because 
the outgoing doctor had only a small list. 
vacancy had been advertised and a selection had been made 
from applicants. Normally it took from two and a half to three 
months to fill a vacancy. If a vacancy was advertised it was open 
to anyone to apply. He said that so far Chester and Hastings 
were the only areas which had been closed completely. In 
some places small parts of districts had been closed. The 


Medical Practices Committee would soon be able to give a | 


better indication of the under-doctored areas. They were study- 
ing reports from all the executive councils. He knew of no way 
of separating foreign visitors except by introducing an elabor- 
ate new administrative technique. He could not tell when the 
Amending Bill would be introduced. 
Time did not permit him to elaborate on the capital side 
of hospital finance, but apportionment on transfer regulations 
had been made on May 1, 1948 (S.I. No. 888). A panel of 
arbitrators had been set up by the Lord Chancellor under 
Mr. Christie, K.C. There were six requests to go to arbitra- 
tion, five received about the appointed day and one in the week 
preceding this debate. The five were carrying on as before, 
pending the arbitration. The Ministry had difficulties in decid- 
ing the right course to take with the sixth case. It had settled 
a number of legal points and hoped to refer the first case to the 
panel in the following week. Mr. Edwards agreed that the prob- 
lem of the co-operative nursing agencies required careful con- 
sideration. It was bound up with the discussions going on in 
the Whitley Council concerning nurses’ remuneration. Esti- 
mates of hospital. expenditure had not been approved but did 
not apply till the beginning of April. The Ministry must have 
time to co-ordinate this business. He knew there were long 
delays in securing hospital beds. They were still dreadfully 
short of nurses. It ought to be the rule throughout the country 


that .beds were allocated in accordance with medical need. 


In 62 cases the: 


-list. 


There should be no way in which the genuinely medically 
urgent case could be by-passed by less urgent cases in a private 
pay-block or anywhere else. _ 

_ There was no doubt that some sections of the medical profes- 
sion were much overworked. He wished it were possible to 
give them some help. Plan as they might, and much as they 
might rely on the regional boards and management com- 
mittees, in the end the scheme would succeed or fail in accord- 
ance with the degree to which the Ministry obtained the skill . 
and devotion of those who worked it. He looked forward to 
improving the scheme, in which there were, no doubt, still a 
number of anomalies. 


Cottage Hospitals 

Mr. H. SutcuiFFE on Jan. 18 opened a debate on the takin 
over by the State under the National Health Service Act o 
hospitals which had been privately endowed by the generosity 
of an individual. He said that Dr. Kershaw, of Royton, who 
died in 1909, had left the residue of his estate to trustees to be 
applied to the founding, establishment, and maintenance of a’ 
general hospital or infirmary in the township of Royton on land 
owned by him. The hospital was to be free and open to all. 
applicants. The first world war delayed the building of the 
hospital, but it was ready for opening by 1930. The Charity 
Commissioners had approved the scheme according to the 
terms of Dr. Kershaw’s will. The hospital cost £20,000 to 
build, leaving an endowment fund of £67,000, which had now 
reached £71,000 because of interest and one or two other 
legacies. Not a penny had been collected through the rates 
or in any other way and there had never been a flag day. 
The endowment fund was sufficient to fulfil all the purposes 
of the hospital, which was a self-contained unit of 19 beds 
where patients could receive treatment at as low a cost as 5s. 
a week in some cases. A weekly payment of 10s. had been 
usual. People came to it from surrounding districts as well 
as from Royton. The Charity Commissioners had vested con- 
trol in a committee of nine which was thoroughly representa- 
tive. The Commissioners had added that a minister of religion 
or a person professing Socialist opinions was not eligible to 
be a member of the committee. That provision was in strict 
compliance with Dr. Kershaw’s will. The committee had 
expected that the hospital would be disclaimed under Clause 6 
(3) of the National Health Service Act, but on Sept. 24, 1947, 
it had received a letter from the Minister stating that Mr. Bevan 
was of opinion that the hospital was transferable. The com- 
mittee applied to be disclaimed, but heard nothing until 
March 11, 1948, when a letter arrived which stated that the 
Minister had decided not to disclaim the hospital. 

Mr. Sutcliffe understood that in the Manchester area sixteen 
hospitals had been disclaimed and he thought that Royton 
should have been. He contrasted the position under the 
Education (Miscellaneous Provisions) Act, 1948, whereby the 
assent of the Charity Commissioners was needed before the 
Minister took over any endowment which had been in exist- 
ence less than fifty years. He asked for reconsideration of the 
position of these hospitals and suggested that the Minister had 
an opportunity to alter | ag eee by regulation. He also asked 
what was the future of the Royton hospital, which was fully 
equipped and had a fine operating theatre. Only half a dozen 
patients were now in it, whereas before the Act came into force 
the beds were nearly always full and there was often a waiting- 
People needing operations were being sent elsewhere 
because the operating theatre at that hospital was no longer 
used. He hoped that the Royton hospital would not suffer 
the same fate as the Yorkshire Home for Incurables at Harro- 
gate, where there were seventy beds and an endowment fund of 
£100,000. The committee of that hospital had been cajoled 
into coming in under the scheme by the threat that they would 
find it difficult to get nurses if they remained outside. Instead 
of that institution continuing as a hospital it was used as the 
finance department of the local hospital board. Instead of 
people being admitted from a long waiting-list the whole build- 
ing had become offices. Action of that kind made people 
apprehensive of the future. He ho that the Minister would 
at least say that the Royton hospital would continue to be used 
to full capacity as a hospital. _ : 

Mr. JoHN Epwarps, Secretary to the Ministry 
of Health, said it was true that the hospital service of the 
country had been largely built up by private benefactions, and 
at the time of the passing of the Act everyone knew that large 
numbers of voluntary hospitals would be taken over and that 
provision must be made for what would happen to their endow- 
ments. This particular hospital did not differ from hundreds 
of other privately endowed voluntary hospitals which were 
taken over on the appointed day. The hospital had been 
administered under a scheme for which the Charity Com- 
missioners were responsible and the Commissioners did not in 


Cases, 
fe.” 
ned an 
10spital 
it made 
‘gun to 
It was 
dustrial 
of the 
round 
1, such 
lem of 
such 
aboli- 
d solu- 
> same 
areas 
ven to 
nk the 
treat- 
of the 
snough 
hos- 
in the 
armed 
that 
lursing 
iculties 
umber 
al pro- 
ficient 
needed 
re any 
1ccom- 
Was 
1 work 
in had 
‘pendi- 
roved, 
1 large 
n they 
other 
The 
-ertain 
mated 
come 
cribed 
began. 
ntered 
00,000 
id for 
e rate 
1 their 
>, and 
ent-up 
inistry 
the 
ide of 
inistry 
ments 
which 
The 
aid in , 
| been : 
g into 
f the 
were 
nnua- 
nount 
dance 


202 Jan. 29, 1949 


MEDICAL NOTES IN PARLIAMENT 


MEDICAL Journy 


any way oppose the transfer. The question the Minister had 
to decide under the Act was whether the hospital was required 
for the new Service. With regard to the delay in considering 
the application that the hospital should be disclaimed, 
Mr. Edwards said the Ministry did not take each request as 
it was received but waited until all the requests were in hand 
and until they had consulted the regional hospital boards. It 
appeared to the Ministry that the hospital ought to be trans- 
ferred because it was needed in the new Service, and the regional 

' hospital board expressed the same view. Of the sixteen hospi- 
tals which had been disclaimed in the Manchester region not 
one could be compared with the Royton hospital, because they 
were either run by religious bodies or were institutions which 
thé Ministry did not want. If it were said that this hospital 
was needed by the people of Royton the Minister of Health 
was -responsible for providing the health services in Royton 
and had there a well-equipped cottage hospital which was 
essentially part of that provision. 

The Royton hospital would not serve the neighbourhood less 
efficiently within the new Service. It was likely to become of 
greater service than if it remained a solitary isolated’ institu- 
tion. He assured the people of Royton that this was their 
hospital and that it was still essential for them to take an interest 
in it. The general intentions of Dr. Kershaw would be main- 
tained, and the management committee were under an obliga- 
tion to have regard to the past purposes of the hospital in 
determining its future use. The hospital management com- 
mittee or the regional board was not entitled to divert it to 
other uses unless it was absolutely clear that the services needed 
by the neighbourhood would be provided in other ways. The 
hospital would be used as a cottage hospital as in the past. If 
Dr. Kershaw had intended that there should be no racial, 
religious, or political discrimination, that intention should be 
fulfilled. There was no likelihood of such discrimination in a 
hospital for which the regional board was responsible to the 
Minister, who in turn was responsible to the House. Without 
speculating about the long-distant future, the present intention 
was to use the hospital as a cottage hospital. 


Service in the Forces 


Answering questions on Jan. 18, Mr. Isaacs said there would 
this year be four registrations for National Service: on Feb. 26, 
May 21, Sept. 3, and Dec..3. After registration, medical exami- 
nations would spread over the following three months. The 
age of call-up would remain at a little above 18 years and 
3 months. If young men at school wished to be called up 
early, to fit their period of service with the beginning of courses 
at the universities in the autumn of any year, their request 


would be granted. 
Agenized Flour 


Sir Ernest GRAHAM-LITTLE asked whether Mr. Strachey knew 
that the use of agene for bleaching flour provided for human 
consumption had been prohibited in the U.S.A. in accordance 
with the advice tendered by the Food and Drug Administration, 
and what steps he was taking to prevent the use of agene in 
this country. 

Mr. STRACHEY replied on Jan. 20 that the use of nitrogen 
trichloride was to be discontinued in the U.S.A. on Aug. 1. 
A small scientific committee. under the chairmanship of Sir 
Wilson Jameson, Chief Medical Officer of the Ministry of 
Health, had been set up and was ‘reviewing the results of 
experimental work on flour improvers now in progress in the 
United Kingdom and the data submitted in evidence at 
Washington. 


Chelsea Hospital for Women.—Commander Nosie asked on 
Jan. 20 whether the Minister of Health was aware that the secretary 
of the Chelsea Hospital for Women had been dismissed by the new 
board of governors of this joint hospital after twenty-six years’ 
hospital service, eleven as secretary of this hospital, and with only 
eight years to do for pension. Mr. Bevan understood that the new 
board of governors decided, as they were entitled to do, to appoint 
a new secretary for their hospitals. He added that the officer could 
apply for the other posts. The National Health Service Act provided 
for compensation of transferred officers who suffered loss attributable 
to the passing of the Act. 

Emergency Dentistry—Mr. Bevan told Mr. Proctor on Jan. 20 
that a simplified procedure was being devised to assist dentists to deal 
expeditiously with emergency cases. The dental organizations had 
also been asked to arrange with dentists in the National Health 
Service to reserve a short period daily to deal with emergency cases. 


From Feb. 1 Rampton and Moss Side State Institutions will be 
known respectively as: Rampton Hospital for Mental Defectives, 
Retford, Notts; and Moss Side Hospital for Mental Defectives, 
Maghull, near Liverpool. 


No.4 

INFECTIOUS DISEASES AND VITAL SFATISTICy 
We print below a summary of Infectious Diseases and Vity 
Statistics in the British Isles during the week ended Jan, 4 

Figures of Principal Notifiable Diseases for the week and those for the com, 
sponding week last year, for: (a) England and Wales (London included), (b) 
-London (administrative county). (c) tland. (d) Eire. (e) Northern Trelang 

Figures of Births and Deaths, and of Deaths recorded under each infectious diseay 
are for: (a) The 126 great towns in England and Wales (including London): 
(b) London (administrative county).' (c) The 16 principal towns in Scotland, @) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern 

A dash — denotes no cases; a blank space denotes disease not notifiable 
no return available. 


1948 (Corresponding 


(a) | () (d) | @ 


Disease 
(d) 


Cerebrospinal fever 3 
Deaths a 2 


Diphtheria 
Deaths 


Dysentery 
Deaths 
Encephalitis lethargica, 
acute 

Deaths 


Erysipelas 
Deaths 


Infective enteritis or 
diarrhoea under 2 
years oe 

Deaths 


Measles* 
Deathst 


Ophthalmia 
Deaths 


49 


13,185 


3,746 


neonatorum 1 


Paratyphoid fever 
Deaths 


Pneumonia, influenzal . . 
Deaths (from influ- 
enza)t 


55 


Pneumonia, prima 
Deaths od 75 


1 


Poliomyelitis, acute 
Deaths§ 


Puerperal fever 
Deaths 


Puerperal pyrexia’ 
Deaths 


Relapsing fever 
Deaths 


Scarlet fever 104 
Deathst 


Smallpox 
Deaths 


Typhoid fever .. $5 4 


Typhus fever 
Deaths 


Whooping-cough* 
Deaths” 

Deatns year) 
Infant mortality rate 
(per 1,000 live births) 


Deaths (exclu still- 


Annual death rate (per 
1,000 persons living) 


8,066| 1314/1061 243] 8,357/1268 


35 


* Measles and whooping-cough are not notifiable in Scotland, and the returts 
are therefore an approximation only. i 

+ Deaths from measles and scarlet fever for England and Wales, Londoo } 
(administrative county), will no longer be published. : 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. f 

§ The number of deaths from poliomyelitis and polio-encephalitis for Eng! ' 

Wales, London (administrative county), are combined.’ 
|! Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 


Food Poisoning at Boston 
On Jan:.20 there was an outbreak of food poisoning at the 
Carltom Road School, Boston, Lincs. This consists of an infants 
and a seniors department, and children from Witham Green 
School attend the dinner centre at Carlton Road. 

Children affected had eaten a midday meal which had been 
prepared by the civic restaurant. At first it appeared that 
about 50 children had been taken ill, with vomiting as the main 
symptom. One child when first seen at school was lying across 
her desk, had had a sharp attack of vomiting, and had a pulse 
rate about 100. After admission to hospital she stated that she 

n to vomit because she had seen the other children vomit, 
but in fact she had had dinner at home. : 

No anxiety wa¢ felt for any of the 7 cases suffering from 
food poisoning and admitted to hospital. Diarrhoea was not a 
marked feature, two children only having diarrhoea after admis- 
sion. An average pulse rate was about 100 to 110 and of poor 
quality. One child was febrile—101° F.—but was subsequently 
noted to be suffering from bronchial catarrh. The children 
progressed very satisfactorily, and on Jan. 22 none of them 
was complaining. There was no evidence of prostration or 
collapse. 

Specimens of bilious vomit were taken at school, together 
with a specimen of gravy and three fishcakes left over from 
the midday meal. } 

The meal in question consisted of fishcakes, vegetables, and 
fruit pie. The type of outbreak and the short interval between 
the meal and onset of symptoms suggested that the cause was 
pre-formed toxin. Altogether 66 cases were referred for treat- 
ment, two of these being adults, one a member of the teaching 
staff and the other a helper at the centre. Recovery appears 
to have been rapid in every case. Laboratory investigations 
are not yet complete, though a large growth, of staphylococci 
was obtained from the fishcakes. 


Vital Statistics for 1948 


The Registrar-General’s weekly return for the week ended 
Jan. 15 records that the total number of deaths registered in 
England and Wales during 1948 was 470,282—the lowest 
number for eighteen years despite an increase of some 
34 millions in the population at risk. This represents a 
record low death rate of 10.8 per 1,000 total population, an 
improvement of 1.2 over that for 1947; the previous lowest 
rate was 11.4 in 1945 and 1930. There were. 26,635 deaths 
of children under one year of age in 1948, giving a rate of 
34 per 1,000 related live births. This is the first time the annual 
rate has fallen below 40, the previous lowest being 41 in the 
previous year. The rate for the December quarter of 1948 
was 35, the lowest for any fourth quarter. Stillbirths numbered 
only 18,415, giving a rate of 23.1 per 1,000 live and still births. 
This is the lowest rate ever recorded for any year, the previ- 
ous lowest being 24.1 in 1947. The rate for the December 
quarter was 22.9, being also the lowest for any fourth quarter. 

The number of live births registered in England and Wales 
was 777,648, a reduction of 109,172 from the peak of 886,820 
in 1947, but still substantially above pre-war levels—for 
example, 621,204 in 1938. In the ee table the numbers 
and corresponding rates of live births, stillbirths, deaths, and 
deaths of children under one year of age registered during the 
fourth quarter and the year 1948 are compared with those for 
the fourth quarters and the years 1947, 1946, and 1938: 


Deaths Deaths of 
Live Births Stillbirths (including Infants Under 
Non-civilians) 1 Year 
Per 
Per 1,000 Per Per 
1,000 Total 1,000 1,000 
No. | Total | No. | Live | No. | Total | No. Live 
Popula- and opula-' 
tion Still- i 
births 
4th quarter, 1948 | 179,68C| 16-4 | 4,206] 22-9 |125,557| 11-5 | 6,473] 35 
1947 | 193,58€| 17-8 4,665) 23-5 | 120,765} 11-1 38 
1946 | 221,815} 20-6 6,115] 26-8 | 122,546] 11-4’ | 9,147] 43 
a 1938 | 143,756} 13-8 5,833) 39 19,366} 11-5 7,504) 49 
Year, 1948 .. | 777,648) 17-9 | 18,415] 23-1 | 470,282] 10-8 | 26,635 
1947 . |886,82C} 20-6 | 21,916} 24-1 | 517,615} 12 36,849) 41 
» 1946 . 19-2 27-2 2,090} 11-5 | 33,541} 43 
+» 1938 621,204) 15-1 38-3 11-6 |32,724| 53 


Discussion of Table ' 


‘In England and Wales increases were recorded in the notifica- | 


_ tions of measles 2,064, whooping-cough 291, acute pneumonia 


131, and dysentery 28. There were decreases in the incidence 
of scarlet fever 103 and diphtheria 16. 

For the second consecutive week an increase of over 2,000 
has been recorded in the notifications of measles; the largest 
rises during the weeks were Yorkshire West Riding 772, Lanca- 
shire 242, Gloucestershire 224, and Nottinghamshire 95. A 
small rise in the incidence of whooping-cough occurred in most 
areas ; the largest increase was in Yorkshire West Riding 58. 
The decline in the incidence of scarlet fever was slightly greater 
in the northern section of the country than in the southern. 
The largest changes in the notifications of diphtheria were 
decreases in London 9 and Yorkshire West Riding 8, and an 
increase of 9 in the south-eastern counties. 

An outbreak of dysentery affecting 16 persons was notified 
from Cheshire, New Wirral U.D. Other large returns of 
dysentery were Lancashire 20 (Oldham C.B. 11, Liverpool C.B. 
7) and London 21 (Poplar 9, St. Pancras 9). The largest returns 
of acute poliomyelitis were Yorkshire West Riding 3, Surrey 3, 
Lancashire 2, and London 2; no administrative area reported 
multiple cases. 

In Scotland the number of notifications increased for acute 
primary pneumonia 74, whooping-cough 91, measles 20, and 
diphtheria 15. There were decreases in the incidence of scarlet 
fever 15 and dysentery 13. The rise in the incidence of pneu- 
monia was common to all/areas. Notifications of diphtheria 
in Glasgow rose from 9 to 24. 

In Eire there was a decrease of 26 in the notifications of 
measles. This was due to the experience of Laoighis, Athy 
No. 2 R.D., where an outbreak in the preceding week resulted 
im 32 notifications, but no case was reported during the week 
under review. 

_In Northern Ireland the apparent large increase of 91 in the 
notifications of measles was due to the fact that this disease 
has been made notifiable in all areas for the first time. 


Week Ending January 15 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 989, whooping-cough 
2,825, diphtheria 92, measles 10,922, acute pneumonia 1,184, 
cerebrospinal fever 28, acute poliomyelitis 34, dysentery 70. 
paratyphoid 4, and typhoid 5. In the great towns 40 y Hn 
were attributed to influenza. 


Medical News 


Medical. Films 

The first two films of a series depicting gynaecolegical operations 
have recently been completed. They were photographed by Mr. 
Stanley Schofield at the Middlesex Hospital, the surgeon being Mr. 
F. W. Roques. The films, which are in colour, are intended for 
showing at the end of a lecture to students, and there is no spoken 
commentary but a number of explanatory subtitles. The full title of 
the first film, which runs for 18 minutes, is “‘ Subtotal Hysterectomy 
for Multiple Fybromyomata in a Nullipara aged 42 Years.” All the 
stages of the operation are clearly shown, from the placing of the 
patient on the operating table to the dispatching of the specimen to 
the pathological laboratory. The second film is entitled “ An 
Operation for Procidentia.” It also runs for 18 minutes; the opera- 
tive technique is based on that described in Berkeley and Bonney’s 
textbook on gynaecological surgery. Information about the distri- 
bution of these films can be obtained from their producer, Stanley 
Schofield, F.R.P.S., 4, Norwood Drive, North Harrow, Middlesex. 


Sir Henry Dale on Research 

Sir Henry Dale, O.M., F.R.S., recommended doing research part- 
time when he addressed the Royal Medical Society of Edinburgh on 
Jan. 21. Coming regularly into living contact with’ patients helped 
the part-time research worker to keep his feet on the ground, he said, 
and might give him a definite advantage over the man who gave 
all his time to research. It had its moment of exhilaration, but 
the characteristic of research work was drudgery. There was nothing 
more discouraging than to see after months, or even years, of toil a 
beautiful hypothesis slain by an ugly fact. The whole-time research 
worker had the constant fear that the fount of ideas would dry up 
as his youth declined, that he would have nothing to show for years 
of work. Under such conditions many a man had looked with envy 
on his colleague whose research was.a side-line. 


French Award 

The French Government has conferred the Médaille de la Recon- 
naissance Frangaise on the following: Mr. Albert Davis, Mr. Gavin 
Livingstone, Mr. T. M. Tyrrell, Mr. A. D. Wright, and Mr. H. W. S. 
Wright. 
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Pharmaceutical Society 

The Pharmaceutical Society has appointed Mr. F. W. Adams, 
deputy secretary, to be secretary with Mr. H. N. Linstead, M.P., to 
enable the latter to carry on with his public work. Mr. Adams will 
also be Registrar in succession to Mr. Linstead. 


Harveian Society of London 

The Buckston Browne Prize for 1948 has been awarded to Dr. 
Vv. C. Medvei, M.R.C.P., for his essay on “The Mental and 
Physical Effects of Pain.” 


Prospective Parliamentary Candidate 

Dr. William James O’Donovan has been adopted as prospective 
Conservative candidate for Fulham West. He was M.P. for Mile 
End from 1931 to 1935. Fulham West is at present represented by 
Dr. Edith Summerskill. 


British Schools Exploring Society 

Applications are invited for the posts of an honorary physician 
and an honorary surgeon for the Northern Norway Expedition 
leaving on Aug. 3 and returning about Sept. 14. The entire cost to 
each member will be £110 plus about £10 10s. for personal equip- 
ment. Applicants should apply as soon as possible to the honorary 
secretary, White Barn, Old Oxted, Surrey, if possible suggesting a 
day they could come to London for an interview. 


Leverhulme Research Fellowships 

Applications are invited for Fellowships and Grants in aid of 
research, which are intended for senior workers who are prevented 
by routine duties or pressure of other work from carrying out 
research. They are limited to British-born subjects normally resident 
in the United Kingdom, but in exceptional circumstances the trustees 
may waive the condition as to residence. The trustees are also 
prepared to consider applications from groups of workers engaged 
upon co-operative programmes of research, particularly from those 
engaged upon long-distance programmes or in institutions in which 
the normal facilities for research have been curtailed by the war. The 
duration of the awards will not normally extend over more than two 
years or less than three months, and the amount will depend on the 
nature of the research and the circumstances of the applicant. Forms 
of application may be obtained from the secretary, Dr. L. Haden 
Guest, M.C., M.P., Leverhulme Research Fellowships, 7, Bedford 
Row, London, W.C.1. Applications must be received by March 1; 
awards will be announced in July and will date from Sept. 1. 


Wills 

Dr. William Henry Lewis, of Llansantffraid, who was High Sheriff 
of Montgomeryshire in 1935, left £25,562. Mr. Percival Pasley Cole, 
late surgeon to the Dreadnought Hospital, Greenwich, left £16,104. 
Dr. Robert Nimmons, of Pelton, Durham, left £12,115; Dr. Herbert 
Charles Mooney, of Dublin, £6,832; and Dr. Noel William Berry, 
of Alverstoke, Hants, £26,664. 


COMING EVENTS 


Association of Clinical Pathologists 

A scientific meeting of the Association of Clinical Pathologists 
began at Westminster Hospital, London, S.W., on Thursday, Jan. 27 
and will be continued to-day (Friday, Jan. 28) and to-morrow 
(Saturday, Jan. 29) at 9.30 a.m. 


Contraceptive Technique 

A lecture and demonstration (on living models) on contraceptive 
technique will be given by Dr. Marie C. Stopes and Dr. Beddow 
Bayly at the Mothers’ Clinic, 108, Whitfield Street, Tottenham Court 
Road, London, W., on Thursday, Feb. 3, at 2.30 p.m. Tickets must 
be obtained in advance, as space is limited. 


British Tuberculosis Association 

A meeting of the British Tuberculosis Association will be held 
at the Hospital for Sick Children, Great Ormond Street, London, 
W.C., on Saturday, Feb. 5, at 10 a.m. Members are reminded that 
the annual conference of the association will be held at Trinity 
College, Cambridge, on April 6, 7, and 8. 


Banting Memorial Lecture 

As briefly announced in this column in the Journal of Jan. 22, 
Professor John Beattie, Bernhard Baron Research Professor at the 
Royal College of Surgeons of England, will deliver the Banting 
Memorial Lecture on “ Metabolic Disintegrations ” at the University 
of Toronto on Monday, Feb. 14. The lecture is being delivered at 
the invitation of the Dean of the Medical Faculty of the University. 


Scientific Treatment of Delinquency 
A course of six lectures on “ Difficult and Delinquent Personalities: 
The Freudian Approach” will be given by Miss Barbara Low at 
the Institute of Scientific Treatment of Delinquency, 8, Bourdog 
Street, Davies Street, London, W., on Tuesdays, Feb. 22, March 8; 15 
22, and 29, and April 5, at 6 p.m. The fee for the course, which 
has been specially arranged for teachers, parents, and welfare 
workers, is 7s. 6d. Enrolment forms may be obtained from the 
Education Secretary of the Institute at the address above. : 


Refresher Course for G.P.s 

The Edinburgh Postgraduate Board for Medicine is arranging 
a 14 days’ refresher course for general practitioners, starting on 
May 9. The course will include instruction suitable for general prac. 


titioners in aspects of medicine, surgery, and the ancillary services, 


Emphasis will be laid on advances in therapeutics. Twenty hours 
are devoted to lecture-demonstrations and 50 hours to clinical demon. 
strations and ward visits. Fee for graduates not claiming expenses 
from Government sources: 10 guineas. Application should be made 
to the Director of Studies, Edinburgh Postgraduate Board for 
Medicine, University New Buildings, Edinburgh. 


SOCIETIES AND LECTURES 


Monday 
University CoLLeEGE Lonpon.—At Physiology Theatre, Gower 
Street, London, W.C., Jan. 31, 4.45 p.m. “ The Ultracentrifuge 
and Electrophoresis Apparatus in Protein Research,” by Dr. P 


Johnson, Ph.D. 
Tuesday 

INSTITUTE OF DerMaToLocy, 5, Lisle Street, Leicester Square, 
London, W.C.—Feb. 1, 5 p.m. < Lupus Erythematosus,” by Dr. 
W. N. Goldsmith. : 

INSTITUTE OF UroLocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., Feb. 1, 11 a.m. “ Lymphogranuloma Inguinale 
and Granuloma Venereum,” by Dr. W. N. Mascall. 

University <CoLLeGeE Lonpon.—At Physiology Theatre, Gower 
Street, London, W.C., Feb. 1, 5.15 p.m. “ Digestion and Metabo- 
lism,” by Dr. E. A. Underwood. 


Wednesday 

EpinsurGH CLinicaAL CLus.—At Edinburgh Royal Infirmary (Ward 
8), Feb. 2, 4 p.m. “ Peripheral Vascular Disturbances,” by 
Professor J. R. Learmonth. 

INsTITUTE OF UroLocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., Feb. 2, 11 a.m. “ Condylomata Acuminata,” by 
Dr. A. H. Harkness. 

RoyaL MicroscopicaL Socrery.—At B.M.A. House, Tavistock 

uare, London, W.C.—Feb. 2, 6 p.m. Biological Section meeting. 
“Some Biological Aspects of Experimental Schistosomiasis,” by 
Mr. O. D. Sianden, M.Sc. 

Society oF CHemicaL INDUSTRY: Foop Group.—At Portsmouth 
Municipal College, Feb. 2, 7 p.m. Joint meeting with Portsmouth 
and District Chemical Society. ‘‘ Food Science in Evolution.” 
Address by Dr. L. H. Lampitt. 

Society oF Pustic ANALysts.—In Hall of Royal Society of Troma 
Medicine and Hygiene, 26, Portland Place, London, W., Feb. 2; 
7 p.m. Papers to be presented and discussed. 

University Lonpon.—At Anatom: 
London, W.C., Feb. 2, 5 p.m. “ Speec 
David Abercrombie. 

Thursday 


Facutty oF Homogopatuy.—At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W.C., Feb. 3, 5 p.m. 
“ Homoeopathy and the Psychosomatic Approach.”” Address. by 
Dr. F. H. Bodman. 

INSTITUTE OF DerRMaATOLOGY, 5, Lisle Street, Leicester Square, 
London, W.C.—Feb. 3, 5 p.m. “ Drug Eruption,” by G. B. 
Mitchell-Heggs. 

InstiTuTE OF UroLocy.—At St. Paul’s Hospital, Endell Stree 
London, W.C., Feb. 3, 11 am. “Residual (non-gonococcal, 
Urethritis (Post-gonorrhoeal),”” by Dr. A. H. Harkness. 

Lonpon JewisH HospitaL_Mepicat Society.—At London Jewish 
Hospital, Stepney Green, E., Feb. 3, 3 p.m. Clinical demonstration. 

PHotocraPHic Society: Mepica Group.—16, Prince’s Gate, 
London, S.W., Feb. 3, 7 p.m. “Forensic Photography,” by 
Detective Inspector P. G. Law. 

St. Gesorce’s HosprraL MeEpicat ScHOOL, ne Park Corner, 
London, S.W.—At Large Lecture Theatre, Feb. 3, 4.30 p.m. 
Lecture-demonstration: “ Psychiatry.” 


Friday 

Lonpvon Cuesr Hospital, Victoria Park, E..—Feb. 4,5 p.m. “ Differ- 
entia' Diagnosis of Carcinoma of the Lung,” by Dr. E. H. Hudson. 
Royar Mepicat Society, 7, Melbourne Place, Feb. 4, 
8 p.m. “ The Surgery of Cholelithiasis and the Complications of 
Operative Treatment,” by Mr. Rodney Maingot. ; 
University COLLEGE LONDON: DEPARTMENT OF PHARMACOLOGY.—At 
Physiology Theatre, Gower Street, London, W.C., Feb. 4, 5.15 p.m. 

“* Natural and Synthetic Analgesics,” by Dr. G. Bergel, Ph.D. ' 
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APPOINTMENTS 


A. L. Bacharach, M,A., F.R.LC., has been appointed to the staff 
of the Public Relations Director, Glaxo Laboratories, Ltd. W. F. J. 
Cuthbertson, Ph.D., F.R.L.C., will succeed him as Head of the 
Nutrition Unit, Research Division, of Glaxo Laboratories, Ltd. 


Lecuier, J. H. M.D.. F R.C.S.Ed., M R.C.P.Ed , Medical Officer in Charge, 
Dr. Graham’s Homes, Kalimpong, India. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Dickinson.—On Jan. 12, 1949, at the General Lying-in Hospital, Lambeth, to 
Barbara (née Thomas), M.B., Ch.B., wife of J. R. Dickinson, F.R.C.S., a 
daughter. 

Duguid.—On Jan. 12, 1949, at Liverpool Maternity Hospital, to Aileen Mary 
(iée Barry), M.B., Ch.B., wife of John Duguid, M.B., Ch.B., a daughter. 

Price.—On Jan. 4, 1949, to Olive, wife of Dr. H. C. Price, of 13, Church Vale, 
London, N., a son—Stephen Nicholas. 

Prichard.—On Jan. 17, 1949, in London, to Joan (née Webber), wife of John 
Stobo Prichard, M.C., M.R.C.P., a son. 

Redfern.—On Jan. 13, 1949, at 31st British General Hospital, British Troops 
in Austria, to Theodosia (née Rogers), wife of Major John Redfern, 
R.A.M.C., a son. 

Walters.—On Jan. 15, 1949, at the Bromhead Nursing Home, Lincoln, to 
Daphne (née Pullein-Thompson), wife _of Geoffrey A. Bagot Walters, 
F.R.C.S.Ed., a daughter. 

MARRIAGES 


Bawtree—Samson.—On Jan. 15, 1949, in London, Harold Maurice Bawtrce, 

A.M.LE.E., to Helen Samson, M.B., Ch.B., D.Obst.R.C.O.G. 
Alexander.—On Jan, 15, 1949, at Grantchester, Martin Brett, F.R.C.S., 
to Mrs, Joan Alexander. 

Laycock—Worth.—On Jan. 1, 1949; at the Garrison Church, Hargeisa, British 
Somaliland, Handley T. Laycock, M.B., F.R.C.S., to Winifred Gladys W. 
Colonial Nursing Service. 

DEATHS 


Balley.—On Jan. 16, 1949, at Victoria Falls Hospital, Victoria, B.C., Kenneth 
Norman Grierson Bailey, M.B., B.S. 

m.—On Jan. 14, 1949, Edward Seymour Chapman, M.D., F.R.C.S.Ed., 

of Scarborough. ; 

— Jan. 23, 1949, Edward Fielden, M.B. B.S., of Bracknell, Berkshire, 


Forster.—On Jan. 16, 1949, Arthur Graham Foljambe Forster, M.D.Ed., of 
Ca'derwood, Montpelier Parade, Cheltenham, aged 79. 

Frere.—On Jan. 15, 1949, at Stanway, Fleet, Hants, John Edward Frere, 
M.B., B.Ch. 

Good.—On Jan. 16, 1949, Christopher Frank Good, C.B., M.R.C.S., L.R.C.P., 
Principal Medical Officer at the Ministry of Health in charge of the insurance 
medical service. ° 

Jordan.—On Jan. 19, 1949, at R.A.F. Hospital, Wroughton, Wiltshire, John 
Herbert Jordan, M.C., M.B., late Major, R.A.M.C. 

Kay.—On Jan. 16, 1949, at The Hollies, Pine Grove, East Grinstead, Alfred 
Reginald Kay, M.R.C.S., L.R.C.P., aged 79. 

McDowall.—On Jan. 14, 1949, at Tunbridge Wells, Co'in Francis Frederick 
McDowall, M.D., late Medical Superintendent, Ticehurst House, Ticehursi, 

x. 

Mitchell.—On Jan. 11, 1949, Edward Mitchell, L.R.C.P.&S.I. and L.M., The 
Ho'lows, Winslow, Bucks. 

Madie—On Jan. 6, 1949, Chandiersford, Arthur Mudie, 
L.R.C.P.&S.Ed., aged 80. 
Ormsby.—On Jan. 1, 1949, William Edwin Ormsby, O.B.E., M.B., B.Ch., 
Surgeon Captain R.N., retired, of Ardenne Highlands, Salisbury, Southern 

Rhodesia, late uf Paignton, Devon. 

Paton.—On Jan. 11, 1949, John Hunter Park Paton, M.D.Ed., of Castlemount, 
St, Andrews. 

Reed.—On Jan. 11, 1949, at 343, London Road, St. Leonards-on-Sea, Sussex, 
Thomas Reed, M.R.C.S., L.R.C.P. 

Reid.—On Jan. 8, 1949, at Forth, Lanark, John Reid, M.D.Glas. 

Ryles.—On Jan. 14, 1949, at Hoylake, Cheshire, Char'es Sydney Ry!es, O.B.E., 
M.B., Ch.B.Ed., D.P.H., Colonel, late R.A.M.C., of 30, The Drive, 
Amersham, Bucks, aged 65. 

Sheppard.—On Jan. 6, 1949, at Whitefield, Barnston Road, Heswall, Cheshire, 
Percy Gordon Sheppard, L.M.S.S.A. 

Storey.—On Jan. 16, 1949, at 4, The Manor House, London, N.W., Percy 
Arthur Storey, M.D., aged 79. 

Swan.—On Jan. 15, 1949, at Eastbourne, William C.B., 
M.B., B.Ch., Major-General, A.M.S. retired, aged 87. 

Thomas.—On Jan. 21, 1949, at Parke, Whitland, Carm, Rowland Lewis Thomas, 
L.M.S.S.A., D.P.H. 

Wells.—On Jan. 17, 1949, at Pendecn, Stratford-on-Avon, Philip Hewer Wells, 
M.C., M.R.C.P., aged 56. 
Williamson.—On Jan. 11, 1949, at Bonally, Murtle, Aberdeenshire, George 

Williamson, M.B., C.M., F.R.C.P.Ed. 

Wilson.—On Jan. 21, 1949, at Hove, Louise Farnam Wilson, M.D. 

Wyl'e.—On Jan. 17, 1949, Alexander Wylie, M.B., C.M., of Seafield Road, 
Southbourne, Bournemouth. 


at Denho!m, 


Travers Swan, 


The Association of Psychiatric Social Workers publishes an inter- 
esting journal on the work done by its members entitled The British 
Journal of Psychiatric Work. It is obtainable at 3s. 6d. (postage 4d.) 
from that Association, 1, Park Crescent, London, W.1. The second 
issue, which has recently been published, contains articles on such 
topics as “‘ Child Guidance in the Nursery School,” “‘ The Prepara- 
tion of Parents for Treatment in a Child Guidance Cliriic,” and an 
investigation into the psychology of pregnancy and lactation. 


Any Questions? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions qnd answers which seem to be of general interest. 


Graduated Exercise in Pulmonary Tuberculosis 


Q.—What is the present view of the part played by gradu- 
ated exercise in the treatment of pulmonary tuberculosis—is it 
actively beneficial in promoting the healing of a lung lesion, or 
is it to be regarded in the more passive sense as a gradual 
relaxation of the conditions of complete rest as the patient's 
clinical condition improves ? 


A.—Graduated exercise under careful control is beneficial 
in both the ways mentioned by the questioner. It increases 
physical fitness and bridges the gap between the rest cure and 
a return to normal activity. Controlled exercise can also be 
used to test the activity of a doubtful lesion ; this is particularly 
valuable in the case of minimal, symptomless lesions discovered 
by routine radiography. As the ultimate healing of tuberculosis 
takes many years, it is obviously impossible to keep the patient 
at complete rest ‘until this is achieved. A course of graduated 
exercises is prescribed only after an adequate period of rest 
has controlled the toxaemia and rendered the disease non- 
progressive. Many years ago Kingston Fowler remarked that 
treatment by rest alone tended to convert sick workers into 
healthy loafers. A course of graduated exercise avoids this 
danger and is a valuable adjunct to the rehabilitation of many 
tuberculous patients. 


Breathing Exercises in Pulmonary Tuberculosis 


Q.—Are gentle respiratory exercises of benefit in cases of 
pulmonary tuberculosis in which only a small area of infection 
remains in the lungs? Would exercises to correct posture be 
advisable in a patient who has been in bed for over a year and 
who has slight infiltrations remaining in the upper lobe of the 
left lung ? 

A.—As rest is the basis of the treatment of pulmonary 
tuberculosis, respiratory exercises should not be used in this 
condition. Postural correction exercises are employed with 
great benefit after a thoracoplasty and might be indicated in 
the case here described, but all forms of breathing exercises 
designed to increase lung movement should be avoided. 


Liver Extracts 


Q.—I notice in American literature that liver extract is 
measured in units per ml. Can you define the unit? 


A.—The United States Pharmacopeia Anti-Anaemia Prepara- 
tions Advisory Board assesses liver extracts and awards the 
various commercial preparations a “unit value per ml.” As, 
to date, the only method of assessing liver extracts is by clinical 
test on classical cases of Addisonian anaemia in relapse, “ unit ” 
cannot be a precise term, as patients may vary in their response 
to potent extracts. Further, “a satisfactory response” has to 
be defined. Formulae for judging a “ satisfactory response ” are 
discussed by Della Vida and Dyke (Lancet, 1942, 2, 275), who 
stress the importance of assessing the gain in red cells in addi- 
tion to the reticulocyte response. 

The American (U.S.P.) “ unit ” represents the minimal amount 
of the therapeutic agent which, when given daily in an un- 
complicated case of pernicious anaemia, has produced a 
“satisfactory” or average reticulocyte response and subse- 
quent relief of anaemia and symptoms. The Canadian unit 
is defined as one-seventh of the weekly dose of extract required 
to produce a satisfactory response. Emery and Hurran (British 
Medical Journal, 1945, 1, 75) prefer an arbitrary “unit” 
system to the labelling of extracts as “derived from so much 
raw liver” or “equivalent to so much oral liver”; they also 
suggest a “ purification index.” At present, however, no method 
exists for the comparison of British-made extrac‘s by a “ unit” 
system ; the U.S.P. “unit” can be criticized in that it is based 
on figures submitted to an advisory board by manufacturers, 
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and the “unit” has no reference to a standard preparation. 
Further, because of recognized difficulties in securing numerous 
clinical tests, the “ unit” perforce indicates only the particular 
amount of material which has been approved, and this is not 
always the minimum amount. Therefore U.S.P. “units” of 
different preparations are not necessarily strictly comparable 
in potency. 
Cold Permanent Waving 


Q.—It would be interesting to know the latest opinion on the 
safety of the “ cold” permanent wave outfits now on sale. Have 
any further investigations been made since the article by Cotter, 
and with what results ? 

A.—Further investigations have been carried out since the 
article by Dr. Lawrence Cotter (J. Amer. med. Ass., 1946, 131, 
502). It is true that many people have obtained good results 
with the so-called “cold perm” method. Many have never 
had any injury to their hair, scalp, or health. On the other 
hand, the writer has seen several patients who had had the 
“cold perm” process given to their hair by skilled assistants, 
in establishments of high repute, yet had suffered damage to 
both their hair and scalp; also, in some cases, to the neck 
and face. Apparently the occasional ill effects are due to the 
employment of solutions of thioglycollic acid in too high a 
concentration or for too long. In this country it has been 
consistently maintained that this acid should not be used, but 
hydrogen sulphite only, as the reducing agent. The method was 
first discovered in Britain, but could not be tried out during the 
war. The Americans went ahead and popularized the process. 
All writers agree that the operators are the chief sufferers, their 
tingers, nails, and general health being sometimes affected, as 
described by Cotter. For further details of the process, and 
the precautions to be taken, the articles by Goldman et al. 
(J. Amer. med. Ass., 1948, 137, 354) and by McNally and Scull 
(Arch. Derm. Syph., Chicago, 1948, 57, 275) should be consulted. 


Schick Test in Young Children 


Q.—After two or more injections, young children often resent 
the Schick test. Is there any need to test the second forearm 
with the Schick control in children under 5, and, if so, why ? 


A.—The Schick test is used for two main purposes: (a) to 
test susceptibility to diphtheria, and (b) to test the efficiency of 
artificial immunization. In either case non-specific reactions or 
pseudo-reactions with the Schick control material rarely occur 
in children under 5 years of age, and therefore the control test 
may ordinarily be omitted in this age group. However, Bousfield 
et al. (Med. Off., 1948, 80, 145) in their trials with Holt’s 
P.T.A.P. have found that there is a tendency for some young 
children (under 2 years of age) to give pseudo-reactions with 
the post-inoculation Schick test. It would therefore seem advis- 
able to use the control test on a sample of children whenever 
the efficiency of any new diphtheria prophylactic is being 
investigated. 

Repeated Stillbirths 

Q.—A 43-year-old woman is 30 weeks advanced in her seventh 
pregnancy. The first two were normal, but the next four ended 
in stillbirths. Wassermann and Kahn reactions were repeatedly 
negative ; labour was always easy, and there was no albumin- 
uria, hypertension, or glycosuria. The smallest baby weighed 
over 5 Ib. (2,268 g.), though two of the stillbirths were prema- 
ture. The present pregnancy appears to be normal: Wasser- 
mann reaction still negative, blood pressure and urine normal. 
The patient's blood is Rh-positive, Group A. What further 
investigations should be carried out, and what treatment is 
indicated ? 

A.—The history suggests that the foetuses died before rather 
than during labour, and it would be helpful to know. whether 
there is evidence to support this, and whether post-mortem 
examinations were carried out to exclude malformation and 
other obvious causes of death. Other possibilities to exclude 
are ABO group iso-immunization and “occult” diabetes. 
A glucose-tolerance test would be worth while. If the cause 
of the stillbirths still remains obscure, it is too late in this 
pregnancy for empirical medical treatment, and the chief hope 
lies in terminating the pregnancy prematurely. This should be 
done about the 37th week, provided the foetus is then of 


reasonable size. Possible methods, depending on the circup 
stances at the time, are surgical induction of labour or caesareat 
section under local analgesia. 


Testosterone in Progressive Muscular Atrophy 


Q.—It has been suggested that a case of progressive muscul 
atrophy might be treated with methyl testosterone. Have yg 
any information regarding this or any other treatment ? 


A. —Progressive muscular atrophy arises from degeneratig 
vf cells in the spinal cord. The muscular atrophy depend 
entirely on the nervous degeneration, so that any direct effeg 
that methyl testosterone might have on the muscle would } 
of no avail. It is most unlikely upon a priori grounds that this 
form of treatment would affect muscular disease. Methyl 
testosterone was suggested for this condition because of if 
anabolic action in eunuchoidism and hypopituitarism, producing 
a retention of nitrogen with positive balance and an increase ig 
muscular development and strength. It would have no effeci 
on the fundamental lesion in progressive muscular atrophy, ¢ 
on the progress of the condition. 


Quinine in Breast Milk 


Q.—If a nursing mother living in a malarious country takes 
2 gr. of quinine sulphate or bisulphate daily for several months, 
can this have any harmful effect on the infant? In the case] 
have in mind the child, who is now grown up, seems to be 


mentally retarded, and I wonder if there can be any connexion 


between this and the quinine taken by the mother. 


A.—Quinine and its degradation products are excreted in 
breast milk only in very small amounts. Quinine has a toxic 
action on certain nerve cells connected with hearing, and 
possibly on the ganglion cells of the retina. Such an action 
is always acute in character, leading to deafness or toxic ambly- 
opia. There is no evidence that the drug has any action in 
causing dullness or retardation, and in the present instance 
the amount of quinine absorbed by the child must have been 
infinitesimal. Incidentally, the dose of 2 gr. ‘0.13 g.) of quinine 
salts daily taken by the mother is totally inadequate for any 
purpose whatsoever. A daily dose of 5 gr. (0.32 g.) is the mini- 
mum which can be considered to act as a malaria suppressive, 
and even this is followed by many failures. 


NOTES AND COMMENTS 


Bleeding Gums.—Mr. C. N. Jerrries, L.D.S. (Birmingham), writes: 
With reference to your answer to the question about bleeding gums 
(“ Any Questions ? ” Jan. 1, p. 41) I must confess I was disappointed 
with the information given. It is, of course, impossible in the short 
space available to give a comprehensive reply, but I would like to 
suggest the following points for inclusion to any medical man who 
is interested in this problem: (1) For healthy persons bleeding gums 


are very common, perhaps 90% of all patients from the age of 15_ 


(2) The treatment is primarily the responsibility of the 
dental surgeon. (3) The aetiology is very well given in Fish’s 
Surgical Pathology of the Mouth (1948, chap. 12). (4) Bleeding 
gums is the first stage in the process commonly known as 
“* pyorrhoea.” As such it needs early recognition and skilled care 
and attention. (5) Treatment consists in making the mouth suscep- 
tible to oral hygiene by scaling the teeth, extracting unsavable carious 
teeth, filling other carious teeth, etc. (6) Follow-up treatment consists 
in teaching the patient adequate methods of oral hygiene, the prime 
aim being to give the gums sufficient friction every day to cause them 
to be covered with an adequate layer of keratinized epithelium. 

The teaching and institution of oral hygiene is a long, tedious, 
and arduous process, taking sometimes many months. Surgical 
treatment of the teeth and gums is sometimes needed before the 
mouth is properly prepared for oral hygiene. The blood dyscrasias 
and vitamin deficiencies mentioned in your answer hardly apply to 
the healthy person. 


upwards. 
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